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Diabetic Neuropathy* 


@ The preponderance of evidence in the literature and in the present 
series indicates that neurological complications develop most fre- 
quently in long standing poorly controlled cases of diabetes mellitus. 
At present, careful regulation of the diabetic state is the most bene- 
ficial method of avoiding neurological complications. 


IABETES mellitus is a disease which 

has been recognized since the time of 
Moses, but the neurological complications 
were first noted by Rollo! in 1798. De- 
Calvi,? in 1864, postulated that diabetes 
might be the cause of pain and peripheral 
anesthesia. 

The neurological complications resultant 
from diabetes mellitus remain a confused 
issue. The percentage of neurological com- 
plications of diabetes mellitus reported in 
the literature vary from none to over 50 
per cent. 

Rundles * found 125 cases of neuropathy 
in 3000 cases of diabetes or an incidence 
of 4 per cent. 

Jordan* found objective symptoms ‘of 
diabetic neuritis in 74 of 150 patients (49 
per cent). 

Broch and Klovstad * found 88 cases of 
neuropathy in 426 diabetics (20.7 per 
cent). 


* Presented at the Eighty-first Annual Meet- 
ing of the Louisiana State Medical Society, in 
New Orleans, May 9, 1961. 
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Goodman,‘ et al, feel that almost 100 
per cent of diabetic patients have neuro- 
logical complications. 

Mulder,® et al, found 438 patients with 
unequivocal evidence of neuropathy in a 
series of 103 diabetic patients (41.7 per 
cent). 


Neurological Syndromes in Diabetes 
Mellitus 

Diabetic Sensory Neuropathy. The com- 
monest neurological complication of dia- 
betes is a purely sensory syndrome con- 
sisting of pain in the legs (often only noc- 
turnal), muscle tenderness, loss of Achilles 
reflexes, and loss of vibratory sensation in 
the feet and ankles. The syndrome is usu- 
ally bilateral, is symmetrical, and usually 
seen in diabetics of long standing not un- 
der full control. These signs and symp- 
toms may progress proximally, involving 
other sensory modalities, and sometimes 
the arms may be affected.® A very early 
sign may be loss of vibratory sensation 
which can be detected only by electrical 
vibratory determinations.’° Spinal fluid 
protein is usually elevated in those dia- 
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betic persons with vascular disease and 
neurologic dysfunction.'! 

Diabetic Amyotrophy. Garland and Ta- 
verner,'? and Garland''* have _ rede- 
scribed a purely motor diabetic syndrome 
which they feel is a manifestation of weak- 
ness and wasting of muscles. The signs 
and symptoms are almost invariably asym- 
metrical, and often unilateral. The legs 
are affected first and the arms are rare- 
ly involved. Fasciculations are occasion- 
ally seen. The appropriate deep reflexes 
are depressed or absent. The total pro- 
tein of the cerebrospinal fluid is usually 
elevated. Bischoff,’ in Zurich, and Sulli- 
van,'® in Boston, have described similar 
cases. The history of diabetes is usually 
a mild form and full recovery may occur 
if the diabetes is adequately controlled. 

Diabetic Autonomic Syndromes. Parox- 
ysmal nocturnal diarrhea, impotence, blad- 
der paralysis, loss of sweating, postural 
hypotension, postural tachycardia, neuro- 
pathic joints, perforating ulcers. 

Cranial Nerve and Other Isolated Nerve 
Palsies. Involvement of the isolated ocu- 
lomotor, abducens, or facial nerve has 
been reported with recovery the rule. 
Some authors feel these cases are poorly 
documented and are a result of unrelated 
nervous system abnormality presenting in 
diabetic patients.’ 

Etiology of the Diabetic Neurological 
Syndromes. We must first consider here 
a general classification of neuropathies 
and understand to the best of our ability 
the reaction of the peripheral neurones 
to disordered metabolism. Greenfield ‘" 
has offered the most logical classification 
of the neuropathies of any author. Pe- 
ripheral nerve can react to toxins or dis- 
turbances of metabolism in a limited num- 
ber of ways. Thiamine and pantothenic 
acid deficiency or arsenic toxicity prevent 
pyruvate oxidation in the metabolic cycle 
of glucose. Alcoholic neuritis is probably 
a result of vitamin deficiency with a dis- 
turbance of the co-enzyme needed to oxi- 
dize pyruvic acid formed in the breakdown 
of glucose. In all these instances there oc- 
curs a primary neuronal degeneration or 
atrophy with large fibers more affected 


than those of medium or smaller size and 
the nerve fiber more affected at its 
periphery than near the nerve cell body. 
Lead and diphtheria toxin affect the my- 
elin before the axone and cause segmen- 
tal type of demyelination. 


In some forms of peripheral neuritis in- 
terstitial reaction produces changes of the 
perineural and endoneural tissues with 
pressure effects caused by focal or more 
diffuse infiltrations and with acute or 
chronic edema of the tissues. In other 
instances vascular damage may cut off 
the blood supply of some of the peripher- 
al nerves. The neuritis associated with 
diabetes or porphyria may be the result 
of toxins from faulty metabolism, but 
there are features suggesting a vascular 
basis. 


In diabetes we can postulate three 
hypotheses as the source of the neuro- 
logical syndromes: (1) Vitamin deficiency, 
(2) Hyperglycemia and intermediate met- 
abolic disturbance, (3) Ischemia from ar- 
terial changes consequent to or aggravated 
by diabetes. 

Fagenberg '* in a careful survey of biop- 
sied sural nerve from diabetic patients 
has described changes in the vasa nervo- 
rum and he feels that a specific angi- 
opathy may account for the neuronal 
changes on an ischemic basis. 


Woolf and Malins '* investigated muscle 
and nerve biopsies in 29 cases of peripher- 
al neuritis, 10 of which were of diabetic 
origin. The degeneration of the nerve fi- 
bers took two principal forms: 


1. Spherical or slightly more elongat- 
ed symmetrical swellings at intervals 
along the course of the fiber demon- 
strated in vital stained and silver prep- 
arations. Woolf feels that these swell- 
ings when numerous interfere with 
nerve conduction. He did not find such 
changes in diabetic neuropathy. 


2. A more irregular and continuous 
swelling and pale staining of the nerve 
fibers. Such changes were seen once in 
their cases of diabetic neuropathy, but 
were seen in other cases of peripheral 
neuritis which he felt revresented an 
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irreversible rather than a reversible le- 

sion. 

In those cases which resemble diabetic 
neuropathy, the intramuscular motor fi- 
bers are typically normal up to the mo- 
tor end plate. Woolf feels the essential 
changes in “reversible” peripheral neu- 
ritis whether diabetic or nondiabetic are 
at the motor end plate. 


Degeneration at the end plate may take 
the form either of irregular or regular 
swelling of the terminal expansions which 
may fuse to form a single balloon or soap 
bubble-like structure. These authors find 
these changes in a variety of types of poly- 
neuritis, but most obvious in diabetic neu- 
ritis. The nerve fibers themselves show 
no abnormality. Woolf therefore feels the 
term neuritis.or neuropathy is misleading, 
and regards the disease as a dying back 
from the end organ to the cell body in 
the spinal cord or dorsal root ganglion. 
Regarded in this light the glove and stock- 
ing distribution of anesthesia and weak- 
ness of distal muscles which are so char- 
acteristic of peripheral polyneuritides may 
be considered an expression of the “dying 
back”, commencing first at the end or- 
gans of the longest neurones. 

The biochemical changes accompanying 
peripheral neuropathy are still poorly un- 
derstood. Thompson?’ and _ co-workers 
have recently succinctly reviewed the bio- 
chemical status of the diabetic neuropa- 
thies. 

Blood thiamine levels and urinary thia- 
mine excretion have shown no significant 
derangement in the diabetic neuropathies, 
nor does clinical administration of thia- 
mine alter the condition significantly. 

Since high blood pyruvate levels are 
found in certain cases of polyneuritis, we 
should be interested in the pyruvate 
metabolism in diabetic patients. Thomp- 
son carried out blood pyruvate studies in 
18 diabetic patients with polyneuritis. 
Blood pyruvate was measured before and 
after administration of 50 grams of oral 
glucose and 7 units of insulin. The fast- 
ing pyruvate levels of the diabetic pa- 
tient with or without neuropathy were 
higher than in the normal control group 


SEPTEMBER, 1961—Vol. 113, No. 9 





and the rise in pyruvate after glucose 
loading was higher in both diabetic groups 
than in the normal patients, but the pa- 
tients with neurological signs had a lower 
rise of pyruvate than the diabetic patients 
without neurological signs. He concludes 
that there is yet no clear evidence for 
regarding diabetic neuropathy as due to 
impairment of pyruvate metabolism. 


Charity Hospital Review 

During the past six months we reviewed 
100 cases of diabetic patients from clinics 
and wards of the Charity Hospital. 

These cases were unselected as regards 
race, sex, or complicating diseases, but 
chosen purely on the basis of adequate 
historical data, unequivocal physical find- 
ings, and good ancillary data. 

We recorded evidence, substantiated 
by the ophthalmologist of retinopathy 
with typical exudates, hemorrhages, or 
microaneurysms, or of neuropathy which 
consisted of pain, paresthesiae, reflex 
changes, objective sensory changes, poten- 
tia changes, focal distal weakness, or fo- 
cal atrophy. There was one questionable 
case of myelopathy, and one case showing 
Argyll-Robertson pupils, but, this patient 
had definite neurosyphilis. 

Most of these patients had been hos- 
pitalized prior to 1957-59. The age range 
was 8-79 years with mean of 46.7 years. 

Our criteria for assessment of control 
of the diabetes was: 


1. Good. Blood glucose consistently 
less than 130 mgm. per cent and no 
glycosuria. 


2. Fair. The blood glucose may ex- 
ceed normal values occasionally, but 
must not exceed 150 mgm. per cent and 
occasional glycosuria may occur. 


3. Poor. Blood glucose usually ele- 
vated above normal and often exceeds 
. 150 mgm. per cent and/or there is al- 
most constant glycosuria. 
The data regarding these patients are 
shown in the following tables and charts: 
Table 1.—Incidence of the neurological 
complications observed in this series (ret- 
inopathy or neuropathy). 
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TABLE 1 
Male Female Total 
Diabetics 24 76 100 
Complications 7 13 20 
Incidence 29.2% 17.1% 20% 
Table 2. — Neurological complications 


with regard to racial incidence. The inci- 
dence of diabetes and complications in the 
white and colored race is in keeping with 
the racial distribution of the patient popu- 
lation at Charity Hospital. 











TABLE 2 

White Colored Total 
Diabetics 39 61 100 
Complications 9 11 20 
Incidence 23.1% 18% 20% 





Table 3 and Chart 1.—Sexual and racial 
incidence of neurological complications. 


thy alone, and 3 patients had retinopathy 
and neuropathy. The average time elaps- 
ing between the diagnosis of the diabetes 
mellitus and diagnosis of the neuropathy 
was 11.2 years. In the 11 patients with 
retinopathy the average time elapsing be- 
tween the diagnosis of the diabetes melli- 
and the retinopathy was 13.2 years. 


Our only patient with neurological com- 
plications whose disease was other than 
poorly controlled was a fifty year old man 
whose diabetic control was “fair” and who 
developed minimal diabetic retinopathy 
two years after diagnosis was established. 

Forty-seven of our patients have had 
diabetes ten years or longer and only 12 
(25.5 per cent) have developed retinopa- 
thy and 6 (12.8 per cent) have developed 
neuropathy. 











TABLE 3 
WM WF CM CF Total 
Diabetics 9 30 15 46 100 
Complications 3 6 4 7 20 
Specific incidence 33.3% 20% 26% 15.2% 20% 
Overall incidence 15% 30% 20% 35% 100% 
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Table 4.—Types and incidence of neuro- 
logical complications. 














TABLE 4 
TYPE OF COMPLICATION 
‘ No. % Incidence 
Retinopathy alone 11 55 11% 
Neuropathy alone 6 30 6% 
Both 3 15 3% 
Comment 


In our series of cases 11 patients had 
retinopathy alone, 6 patients had neuropa- 


Table 5 and Chart 2.—Relationship of 
neurological complications to status of 
diabetic control. 


















































TABLE 5 
CONTROL OF THE DIABETES 
Good Fair Poor Total 
Diabetics 13 18 69 100 
Complications 0 1 19 20 
Incidence 0% 5.6 % 27.5% 20% 
Overall 
Incidence 0% 5% 95% 
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Patients with complications 
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Joslin *! states that “true diabetic neu- 
ritis” in most if not all instances follows 
a period of uncontrolled diabetes. Dun- 
can *? states, “peripheral neuritis in dia- 
betes is a common complication of gross- 
ly neglected diabetes over long periods’. 
Rundles,* Jordan,‘ Bonkalo,®> Broch and 
Klovstad,® Mulder, et al,’ and Martin,” all 
are in agreement that neurological compli- 
cations of diabetes mellitus occur most 
frequently in diabetics who are poorly con- 
trolled. 

Ellenberg *4 has recently commented 
that the occurrence of diabetic neuropathy 
casts considerable doubt on the importance 
of diabetic control in many instances. 


He noted some inconsistencies as fol- 
lows: (1) Neuropathy may occur during 
good control. (2) There may be the simul- 
taneous onset of neuropathy and the symp- 
toms of uncontrolled glycosuria. (3) The 
neuropathy is unrelated to the duration 
or severity of the diabetes. (4) Neuropa- 
thy may be the initial clinical manifesta- 
tion of diabetes, unattended by symptoms 
of hyperglycemia and glycosuria. (5) the 
paradoxic precipitation of neuropathy fol- 
lowing institution of good control by diet, 
insulin, or tobutamide has been observed. 
(6) Neuropathy may follow stress situa- 
tions; in these instances, a relatively con- 
stant latent period exists (eighteen days). 
(Surgery, infection, myocardial infarct, 
barbiturate coma, corticoid therapy). This 
author does not minimize the importance 
of good control of diabetes, but feels neu- 
ropathy may be independent of the pres- 
ence, degree, or duration of hyperglycemia 
and glycosuria, and therefore feels that 
neuropathy may be an integral part of 
the syndrome of diabetes, a concomitant 
feature rather than a complication. 

= Mulder, et al* in a study of 103 ambula- 
tory diabetic patients performed neuro- 
logical examination, funduscopic examina- 
tion, nerve conduction velocity of ulnar, 
median, and peroneal nerves, and electro- 
myography of small muscles of the hands 
and feet and the gastrocnemius and anteri- 
or tibial muscles. Forty-three of their pa- 
tients showed unequivocal evidences of 
neuropathy. There was almost complete 
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agreement between the clinical and elec- 
tromyographic findings. Nerve conduc- 
tion studies showed slower conduction 
velocities in the diabetic patients suggest- 
ing peripheral nerve alterations in diabetic 
patients with or without overt neuropathy. 
The polyneuropathies were usually seen in 
patients with long standing and severe 
diabetes, but were occasionally seen in | 
newly discovered mild diabetics. 


The preponderance of opinion seems to 
favor meticulous control of the diabetic 
state and our data reconfirms these opin- 
ions since retinopathy and neuropathy 
were seen almost exclusively in those pa- 
tients with poor diabetic regulation (95 
per cent). 


Summary 


1. The neurological complications of 
diabetes mellitus are a reflection of a total 
metabolic disorder. 


'2. The precise etiology of the neuro- 
logical derangements in diabetes mellitus 
is at present unknown but may represent 
a toxic metabolic state, degenerative vas- 
cular changes of the peripheral nervous 
system, or a combination of both these 
factors. 4 


3. The preponderance of evidence in the 
literature and in our present series indi- 
cates that neurological complications de- 
velop most frequently in long standing 
poorly controlled cases of diabetes mellitus. 
At present careful regulation of the dia- 
betic state is the most beneficial method 
of avoiding neurological complications. 
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Discussion 


Dr. Daniel W. Hayes (New Orleans): Periph- 
eral nerve disease most often occurs in the older 
diabetic and in many cases is present in patients 
who have had relatively mild disease of several 
years’ duration. It is to be noted, however, that 
many younger patients develop neuropathy with- 
in one to two weeks after first starting insulin 
to become well regulated. 

Peripheral neuropathy that accompanies se- 
vere arteriosclerosis in diabetes is a more se- 
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vere condition and has a poorer prognosis than 
pure diabetic neuropathy. Here we find other 
signs-of circulatory change and severe sensory 
changes lead to development of burns, bruises 
and cuts that in the relatively avascular limb 
may lead to non-healing lesions. 


In pure diabetic neuropathy the sensory dis- 
tribution may often be asymmetrical rather than 
symmetrical. Motor disturbances may be less 
often seen. Some residual sensory symptoms 
may remain after improvement in many cases, 
even though motor signs and symptoms are usu- 
ally completely cleared. 


Genito-urinary and gastrointestinal neuropa- 
thy are often severe problems to the patient and 
the physician. These symptoms are particularly 
resistant to specific therapy and improvement 
awaits time and improvement in diabetic control. 


Careful diabetic regulation must be empha- 
sized as the sine qua non of treatment. As clini- 
cians we must be ever aware of our great respon- 
sibility to bring the whole diabetic patient as 
close to normal as possible. This, I must empha- 
size, involves attaining and maintaining the ideal 
weight by diet, keeping the patient relatively 
free from glycosuria, as well as keeping the 
blood sugar as close to normal as possible, yet 
avoiding hypoglycemic reactions. The latter of- 
ten produce profound and/or protracted neuro- 
logic symptoms which are dangerous. Hence 
there is definite need for periodic blood sugar 
determinations to aid in careful control of the 
diabetes. 


Since diabetic neuropathy improves at an un- 
predictable rate, the physician is often pressed 
into administering “specific” therapy. It should 
be re-emphasized that from Dr. Paddison’s re- 
search, and that of others, that there is no spe- 
cific treatment. Though vitamins of various 
kinds in varying doses are often given, there is 
no evidence that improvement is helped or hin- 
dered in this way. Neither the patient nor the 
physician should deviate from the dictum of 
good physiological control of the diabetes in the 
treatment of diabetic neuropathy. 
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Phototoxie and Photoallergic Skin Reactions 
Resulting from Modern Drug Therapy’ 


a 


@ As valuable in therapy as many of the new drugs are, they may 


produce undesirable side effects when the patient is exposed to sun- 


light. 


LTHOUGH it is almost two hundred 

years since eczema solare was first 
described, the mechanism of its production 
has only recently been understood. Inter- 
est in the condition has greatly increased 
over the last two decades because of the 
introduction of a number of new thera- 
peutic agents and the phototoxic and pho- 
toallergic skin reactions observed after 
their use. These phenomena are of par- 
ticular concern to dermatologists in New 
Orleans and other parts of the South, in 
which exposure to intensive sunlight oc- 
curs for a large part of the year. Charac- 
teristically, the reactions are limited to 
areas exposed to the sun. 


One of us (B.K.) is unlikely to forget 
his own introduction to this type of reac- 
tion. The first time he ever prescribed 
sulfanilamide, he gave it to an ardent 
deep-sea fisherman for a gonorrheal in- 
fection. Within a short time the patient 
went fishing and within an unusually 
short period of exposure he acquired an 
extremely severe sunburn, limited to the 
unprotected areas on his face, neck, and 
arms. The origin of the reaction was rec- 
ognized at once because skin reactions to 
sulfa drugs had previously been reported 
by other physicians in New Orleans.!: 2 





* Presented as part of a panel discussion, 
June 13, 1961, at meeting of the Orleans Parish 
Medical Society. 


+ From the Department of Dermatology and 
Syphilology, Louisiana State University School 
of Medicine. 
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Another reason why this particular pa- 
tient is unlikely to be forgotten is that, 
when the sunburn reaction faded away, 
an unexpected secondary syphilitic erup- 
tion, sharply limited to the previously sun- 
burned areas, made its appearance. 


General Considerations 


About the time of this experience, Ep- 
stein’s* studies were published. He in- 
jected sulfanilamide intradermally into six 
volunteers, including himself, and then 
subjected the treated areas to sunlight 
or ultraviolet light. Within. twenty-four 
hours, an erythematous reaction had de- 
veloped at the site of the injection in 
every instance. 

Epstein applied the term phototoxic to 
these reactions. On the tenth day, two 
of the volunteers presented inflammatory 
urticarial reactions, with intense pruritis, 
at the sites of the primary reactions. For 
this distinctive phenomenon Epstein used 
the term photoallergy. 

His nomenclature should be observed’ 
carefully. A reaction should not be termed 
allergic until it has been definitely proved 
to be caused by an altered state of re- 
activity. Until this proof is adduced, 
the terms phototoxic or photosensitizing 
should be used. 

Epstein’s original studies on phototoxic 
reactions were followed by other studies 
which showed that when the skin con- 
tains photosensitizing substances in the 
required concentration, usually in the 
prickle-cell layer, and that area is ex- 
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posed to those wave lengths of light which 
are contained in its absorption spectrum, 
an erythematous reaction will appear 
within a matter of hours, persist for a 
few days, and leave a residual hyperpig- 
mentation. This chain of events may be 
expected whether the substance is inject- 
ed directly into the skin, is placed on the 
skin and absorbed into the prickle-cell 
layer, or is ingested and carried to the 
skin in sufficient quantities. 

Phototoxic reactions are not common. 
Only occasionally are the proper wave 
lengths combined in appropriate degrees 
to produce them. It must also be assumed 
that individual predisposition furnishes 
another explanation for their infrequency. 
Phototoxic reactions, which clinically seem 
no more than an exaggerated sunburn, 
occur in normal persons and probably vary 
quantitatively in proportion to the dosage 
of the causative agents. There is no re- 
fractory period and no fixed incubation 
period. 

As Epstein’s original studies showed, 
photoallergy may follow phototoxicity, 
though it does not always occur. On the 
contrary, this type of reaction seems to 
occur only in. those persons capable of 
forming antibodies to the liberated meta- 
bolities. Photoallergic reactions differ 
from phototoxic reactions in several ways: 

1. There is an incubation period, which 
becomes shorter with each subsequent ex- 
posure. 

2. The reaction may occur in an area 
previously exposed but distant from the 
irradiated area. 

3. While the reaction may take the 
form of an exaggerated sunburn, it may 
also resemble other clinical forms of aller- 
gic disease, such as papular or eczematous 
wheal-like reactions, with intense itching. 

4. There is usually no residual hyper- 
pigmentation. 

5. Photoallergic reactions are far more 
uncommon than phototoxic reactions. 

To date, phototoxic and photoallergic 
reactions have been reported after the 
use of a variety of therapeutic agents 
(Table 1). Since the sulfonamides stimu- 
lated the present interest in photosensitiz- 
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ing agents, and since their reactions are 
now well known, the present discussion 
will be limited to the more important re- 
actions to certain of the related drugs 
which have proved of great value in mod- 
ern therapeutics. 


Chlorothiazide Diuretics 

A phototoxic reaction does not occur 
with the use of the chlorothiazide diuret- 
ics diuril and hydrodiuril unless the pa- 
tient has been exposed to intense summer 
sunlight. In New Orleans, however, this 
means that as early as April or even 
March, patients are seen almost every day 
with the exaggerated sunburn character- 
istic of this reaction. Many of these pa- 
tients have been taking one or the other 
of these drugs for weeks and months with- 
out difficulty. They react to them only 
when they are exposed to intensive sun- 
light. The wave lengths necessary to pro- 
duce this reaction (3025A and 2968A) are 


Figure 1.—Acute reaction to diuril after first 
exposure to intensive summer sunlight, after 
drug had been taken without difficulty for the 
previous seven months. 
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TABLE 1 
AGENTS TO WHICH PHOTOTOXIC AND PHOTOALLERGIC REACTIONS HAVE BEEN REPORTED TO DATE 








Sulfonamides and Related Drugs 





Phenothiazine and Derivatives Antibiotics Antimycotic 
Sulfa Drugs Phenothiazine Declomycin Griseofulvin 
Sulfanilamide etc. Prozine Declostatin 
Sparine Hydrochloride 
Aromatic Sulfonamides Trilefon 
Chlorothiazide 
Dupres Phenothiazine Derivatives 
Diuril Compazine 
Hydrochlorothiazide opel pute 
Apresoline—Esidrix Mornidine xypsoralens 
Cyclex Pacatal 
Esidrix Permatil 
Hydrodiuril Phenergan 
Hydropres Prolixin 
Miluretic Stelazine 
Oretic Tacaryl 
Oreticyl Temaril 
Ser-Ap-Es Tentone 
Serpasil-Esidrix Thora-Dex 
Singoserp-Esidrix Thorazine 
Sulfonylurea Hypoglycemics Vesprin 
Carbutamide 
Tolbutamide 
Orinase ‘ 
Chlorpropamide 
Diabinese 


Others related 

Saccharin, Sucaryl 

Benemide, Diamox— 
acetazolamide 


¢ 





present in the ultraviolet light range and 
thus are screened out by ordinary window 
glass. The preventive necessity of avoid- 
ing exposure to summer sun therefore 
arises only in ambulatory patients. The 
reaction does not occur in the many pa- 
tients who require these drugs and who 
are hospitalized or confined to their homes. 


Characteristically, the face, the V of the 
neck, and the dorsum of the hands are the 
areas of greatest involvement. Figure 1 
shows a typical diuril phototoxic reaction 
during an acute episode. The patient, a 
three-times-a-week golfer, had taken di- 
uril for more than seven months without 
difficulty and had his first reaction in 
March of this year. The necessity for de- 
stroying his identification makes it im- 
possible to show the sharp distinction be- 
tween the area of direct exposure to sun- 
light and the area around the eyes pro- 
tected by his glasses. 
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Another characteristic of phototoxic re- 
actions to chlorothiazide diuretics is the 
residual pigmentation on the dorsum of 
the hands, which is reminiscent of pellag- 
ra. Figure 2 shows this type of pigmen- 





Figure 2.—Residual pigmentation on dorsum 
of hands many weeks after phototoxic reaction 
to hydrodiuril. 


367 








SKIN REACTIONS—KENNEDY AND OTHERS 


tation many weeks after the patient had 
had a phototoxic reaction to hydrodiuril. 
We have observed two patients (Fig. 3) 






Figure 3.—Photoallergic lichen-planus-like re- 
actions to diuril. 


who presented photoallergic reactions, re- 
sembling lichen planus, confined to the 
dorsum of the hands and arms, after ex- 
posure to sunlight. In each instance, rap- 
id improvement followed termination of 
therapy, and subsequent exposure to sun- 
light was well tolerated. 

As in the cases reported by Harber and 
his associates, we have observed a patient 
who presented an erythema in a site not 
presently exposed, but previously the site 
of a phototoxic reaction. The reaction oc- 
curred after both unfiltered sunlight and 
carbon arc radiation used as a provocative 
test. This type of reaction, which is ob- 
served in only a small number of patients, 
is produced by circulating allergens and 
constitutes photoallergy rather than pho- 
totoxicity. 

In still another patient photoallergy 
rather than phototoxicity was thought re- 
sponsible for the reaction. When he was 
treated with a sulfa drug in 1940, he had 
developed a generalized toxic erythema. 
In June 1960, after a coronary attack, he 
was placed on diuril, which he tolerated 
well until April of this year. Then, when 
he began to take sunbaths, an eczematous 
type of eruption appeared on the exposed 
areas of the body, which promptly dis- 
appeared when the drug was discontinued. 


Sulfonylurea Hypoglycemics 


The present use of the sulfonylurea hy- 
poglycemic drugs in diabetes developed 
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from the hypoglycemic reactions observed 
in some patients on sulfa-drug therapy. 
The three agents so far developed,:carbu- 
tamide, tolbutamide (orinase), and chlor- 
propamide (diabinese), which is the new- 
est and most popular, have all produced 
phototoxic reactions. We are seeing such 
patients almost daily both in the office 
and in the outpatient dispensaries of the 
New Orleans Charity Hospital. 

Figure 4 shows a patient with an ex- 
aggerated sunburn type of reaction which 
occurred March 15 of this year, after pro- 
longed exposure to sunlight. He had taken 
diabinese for his diabetes for the previous 





Figure 4.—Exaggerated sunburn type of pho- 
totoxic reaction after prolonged exposure to sun 
seven months after diabinese had been taken 
without difficulty. 


seven months without any sort of reac- 
tion. We have observed another patient 
who had a phototoxic reaction to diuril 
after she had gone into shock on two pre- 
vious occasions, after taking diabinese on 
one and orinase on the other. 


In the folio of information distributed 
by the producer of diabinese, the possi- 
bility of skin reactions to the drug is men- 
tioned but the risk of excessive exposure 
to the sun is not. Information released on 
diuril does mention the risk of phototox- 
icity. It would be well for the producers 
of all such agents to call attention to this 
possibility. 

It might be added that we have ob- 
served four patients who were phototoxic 
to either saccharin or sucaryl. 
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Phenothiazine Drugs 

Psychiatrists at the New Orleans Chari- 
ty Hospital first called our attention to 
the fact that the phenothiazine drugs, 
compazine and thorazine were sometimes 
highly phototoxic in ambulatory patients. 
Our experiences with them are similar to 
those just described for diuril. 

One particularly interesting patient in 
this group had a history of lupus erythe- 
matosus twenty-five years earlier, which 
had been controlled for the past ten years. 
She developed a transfusion hepatitis aft- 
er removal of a breast and was given com- 
pazine to control her nervousness. Short- 
ly afterward, after a brief exposure to 
sunlight, a lupus erythematosus-like re- 
action occurred on the face, neck and 
arms, and only on exposed areas. 


Antibiotic Agents 


Our experience has included only three 
instances of photosensitivity to antibiotic 
agents, in each instance declomycin. Fig- 
ure 5 shows another ardent fisherman, 
who was given this drug in 250-mg. doses 
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Figure 5.—Photosensitizing reaction to declo- 
mycin, showing area of greater intensity caused 
by greater exposure (left side of, face) and ef- 
fect of protection (dorsum of hand). 


four times daily. On the third day, he 
had an intensive two-hour exposure to 
sunlight. It is interesting to note the 
areas of involvement and their degree. 
The left side of the face was more severe- 
ly burned than the right side because 
the exposure was more prolonged. He 
wore a golf glove which only partly cov- 
ered the back of his hand, as is shown by 
the sharply limited outline of the reaction. 


Control Measures 

All the reactions discussed are due, as 
already pointed out, to a combination of 
two factors, ingestion of a special drug 
plus intensive exposure to sunlight as a 
source of energy. It might seem, on the 
surface, that the reaction could readily 
be controlled by either discontinuing the 
drug or by avoiding exposure to sunlight. 
The response to neither of these measures 
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is as prompt and complete as might be 
expected. 

Simply discontinuing the causative drug 
is not always the solution. Often, particu- 
larly when one is dealing with hyperten- 
sive patients, it is difficult to substitute 
for the offending agent another drug 
which does not introduce the same prob- 
lems. A great many of these extremely 
useful compounds are closely related to 
each other. We have found that when 
the reaction does not disappear when the 
causative agent is stopped, particularly 
when photoallergy is suspected, a pro- 
longed course of aralen diphosphate may 
be of great benefit. 

Avoiding sunlight in New Orleans is 
not always a simple matter. Sun screens 
containing Paba and other agents which 
reduce or scatter sunlight, have been, in 
our experience, of only moderate help. 


Summary 

Phototoxic and photoallergic skin reac- 
tions have become of increasing impor- 
tance in the last two decades, since the 
introduction and wide use of many new 
therapeutic agents. The reactions to cer- 
tain of these drugs are discussed, with 
illustrative case histories. The obvious 
control measures—discontinuance of the 
offending drug and avoidance of sunlight 
—are not always as simple to apply as, 
superficially, they might seem. 
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Discussion 


Dr. Leslie K. Mundt (New Orleans): Dr. Ken- 
nedy is an authority on drug eruptions. He has 
studied its various phases over a period of many 
years, and has written extensively on the sub- 
ject. 

The problem of drug reactions has always 
been with us. Year after year it becomes more 


complex and troublesome as new drugs and pro- 
cedures are developed and introduced. I be- 
lieve it is a fair statement to say that there has 
never been a drug that would not react badly in 
some individuals. No drug is completely safe for 
all patients and, therefore, one should be on 
guard when prescribing the old drugs, and es- 
pecially alert and cautious when prescribing the 
new ones. 

I feel that it is improvident to jump from 
drug to drug simply because it is claimed that 
the latest preparation has some minor advantage 
over the tried and tested older one. One should 
neither abandon the old or try the new merely 
for the sake of change. 


Drugs, to most of us who prescribe them, be- 
come very much like old friends. The physician 
learns what each drug can and cannot do, and 
experience’ with certain favored drugs teaches 
one to use them properly and safely. Therefore, 
there should be a compelling reason to justify 
a change. 

In general, I think one should suspect a drug 
reaction when there is a sudden, brightly erythe- 
matous, widespread explosion of lesions on the 
skin. In spite of the extent of the eruption, 
there is generally a remarkable dearth of sys- 
temic symptoms. 

For years there has been confusion in the 
nomenclature in connection with drug reactions. 
Dermatitis medicamentosa refers to a skin reac- 
tion produced by an internally administered 
drug. Externally produced, the eruption is called 
dermatitis venenata or contact dermatitis. 


Dermatitis medicamentosa is an exceedingly 
complicated problem because there is no charac- 
teristic symptomatology or pathology, and no 
single test to detect a possible reaction with any 
degree of certainty. The tests, in this regard, 
are so unreliable as to be almost valueless. 


Any drug can cause almost any type of skin 
reaction, including urticaria, bullae formation, 
exfoliative dermatitis and many others. The same 
drug often produces a varying reaction in differ- 
ent individuals. So it can be very confusing at 
times. 


Drugs may enter the body through inhalation, 
injection, instillation and ingestion. Tests for a 
possible adverse reaction are unreliable because 
it is often the breakdown products that cause 
the trouble. 

Pillsbury points out that it is commonplace to 
consider all drug reactions as allergic phenome- 
na. This simply is not so. He points out several 
examples of drug reactions that are not of 
allergic origin, and these include: 

1. Direct toxic effect (gold and arsenic). 

2. Overdose of a drug ordinarily considered 

safe (too much atabrine turns the skin 
yellow; too much ergot causes gangrene). 
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3. Intolerance to drugs. (Symptoms from such as a fungating bromoderma. 
small doses ordinarily to be expected from One should remember that skin eruptions are 
large amounts). only one form of drug reaction. Any tissue or 
4. Idiosyncrasy—an abnormal tissue reaction, organ can be affected. 
o> 


Grand Fun, Pigeon Shooting and Vivisection 


There lies before us a copy of The Olympian, published in San Francisco, and 
devoted mainly to sports of various kinds. Most of these sports are unexceptionable 
and may do good to persons who have plenty of time and no better use for it. Not 
so, however, with “Pigeon Shooting,” the descriptions of which remind one of the 
old Mexican bull-fights which were suppressed by law as too barbarous for modern 
civilization in California. Five shooting matches are described, at each of which two 
or three hundred birds were the subject of the “fun.’”’ * * * Looking from the stand- 
point of these sportsmen we think that ‘‘fun’’ would be promoted by a revival of the 
old bull-fights. These would have the advantage over pigeon shooting in risking the 
lives of only two animals at a time, a bull and a bear, or a bull and a man, and it 
would not be absolutely necessary for either to be killed. We have always thought 
history exceedingly unjust to Domitian in citing as an evidence of his cruel disposition 
that he derived amusement from killing flies * * * And here let us hazard a word 
of counsel to our vivisectionists—to abandon the claim that they mutilate an occa- 
sional cat or dog for the sake of science, and profess to do it for “fun.” 


New Orleans M. & S. J. 10:366 (Nov.) 1882. 


f 
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The Risks of the New Psychotropic Drugs“ 


@ These drugs have undesirable as well as beneficial effects. 


A’ the present moment we have 66 dif- 
ferent psychotropic agents available 
to the medical profession, and probably 
by the time I complete this presentation, 
we will have 67. Three out of ten pre- 
scriptions that are written today are for 
some sort of tranquilizer. It is estimated 
that over 500 million dollars were spent 
last year in this country for this type of 
medication. 

As you can imagine from these figures, 
the competition amongst the various drug 
companies for this market is extremely 
keen, and the physician is virtually del- 
uged with literature, reprints, detail men 
and assorted propaganda in an effort to 
induce him to prescribe one or another of 
these drugs for his patients. Also, as has 
occurred in other areas of our consump- 
tion-oriented society, it would seem almost 
as though the value of the actual product 
itself becomes secondary. Popularity and 
the consequent financial reward to the 
pharmaceutical manufacturer depend more 
upon effective advertising in the form of 
packaging, “hidden persuasion,” catchy 
names, and other Madison Avenue tech- 
niques. 

At any rate, we physicians find our- 
selves in a veritable jungle of tangled 
claims and counterclaims for various of 
these medications. Writing recently in 
Clinical Pharmacology and Therapeutics, 
Walter Model asked: ! 


“Will they realize that there are too many 
drugs for the patient, for the physician, and 
surprisingly enough, for the pharmaceutical in- 
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dustry? New drugs are often introduced, not 
because they are better than existing drugs or 
because there is a real need for them, but to 
‘horn’ in on a market which has been created by 
someone else’s discovery.” 

Dr. Model recommends that manufac- 
turers exercise self-restraint by making 
and marketing only the single best drug 
for each purpose and cross license one 
another to spread both risks and profit. 
These comments, it seems to me, very 
much apply to the present situation with 
the new psychotropic drugs. 


Risks of the Psychotropic Drugs 
A. “Psychological” 

1. The use to abort or distort normal 
emotional reactions. 

2. “Unmasking” or “uncovering” a psy- 
chosis—Ex. psychokinetic effects of cer- 
tain antidepressants. 

3. Addiction—Reported with meproba- 
mates and chlordiazepoxide—(Withdraw- 
al > hallucinosis > seizures)—No definite 
tolerance reported. 

4. Suicide. 

5. Unpleasant subjective “feeling 
states.” 


B. “Physical” 
1. Peripheral 
a) Allergic manifestations 
(1) Dermatitis—photosensitivity 
(2) Urticaria—nasal congestion 
(3) Hematopoietic depression— 
leukopenia, agranulocytosis 
b) Autonomic imbalance 
(1) Hypotensive phenomena 
(2) Cardiac rate and rhythm dis- 
turbances 
(3) G.U. and G.I. disturbances— 
Ex. constipation, activation of peptic 
ulcer, frequency, dysuria, etc. 
(4) “Hepatitis”—secondary to 
cholestasis 
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(5) Dry mouth—thick tongue 
(6) Flushing 
(7) Drooling 
(8) Increased intraocular pres- 
sure.—Ex.—the “atropine effect’ of 
imipramine 
(9) Blurred vision 
(10) Edema 
(11) Impotence 
2. Central or C.N.S. side effects 
a) Extrapyramidal side effects—38.9 
per cent morbidity (most common with 
aromatic phenothiazine derivatives) 
(1) Akathisia—21.2 per cent 
(2) Parkinsonism— (classical signs 
and symptoms) 15.4 per cent 
(3) Dyskinesias—2.3 per cent Ex. 
oculogyric crises, trismus, torticollis, 
other dystonic phenomena, athetoid 
movements, etc. 
b) Potentiation of other sedatives, 
Ex. alcohol, barbiturates. 
c) Convulsive seizures 
d) Menstrual disturbances—probably 
on the basis of suppression of ovulation 
via hypothalmus > anterior pituitary > 
ovary. 
I have arbitrarily divided the risks into 
two major categories: A. The “psycho- 
logical risks,” and B. The “physical” risks. 


Psychological Risks 

Under psychological risks I have listed 
first of all, the use of these agents to 
abort or distort normal emotional reac- 
tions. In this so-called “age of anxiety,” 
there is seemingly an intense need for 
everybody to be happy and tranquil at all 
times and under all circumstances. For 
example, medical students frequently ask 
me what tranquilizer I would recommend 
for them to take to “get through” an ex- 
amination. It is difficult for me to be 
sympathetic with these requests since I, 
personally, had to take all my examina- 
tions more or less “cold turkey.” 

We psychiatrists feel that a certain 
amount of anxiety or occasionally feeling 
“down in the dumps” is quite normal, of- 
ten useful and an essential aspect of hu- 
man existence. We also feel that in situ- 
ations of increased emotional stress, for 
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example, in a bereavement, it is usually 
more therapeutic to allow the individual 
to mourn, to externalize and deal with his 
grief rather than to suppress or deny it 
by means of a pill, possibly to have it re- 
turn.later in the form of a psychosomatic 
illness or a severe depression. 

The second psychological risk that I list 
is the unmasking or uncovering of a psy- 
chosis, the so-called “psychokinetic effect” 
seen with some of the antidepressants. 
Here you may relieve a depression only to 
wind up with a delusional, hallucinating 
patient. This has been reported, as stated, 
with some of the anti-depressant drugs 
and one must take this into consideration 
when prescribing these types of medica- 
tion. 

The third psychological risk is “addic- 
tion.” This is placed in quotes since this is 
quite an arbitrary classification. Although 
as yet no definite increase in tolerance 
with prolonged use has been reported with 
any of the psychotropic agents, there have 
been withdrawal symptoms reported in 
groups of patients on particularly high 
doses of the meprobamates (Equanil,®), 
(Miltown®) and chloradiazepoxide (Lib- 
rium®) .? , 

The dosages utilized in this group of 
patients was 2 to 10 times the usual do- 
sage and upon withdrawal of the drug 
some of these individuals experienced se- 
vere anxiety, tremor, hallucinosis, seizures, 
and other withdrawal symptoms of a true 
addiction. More particularly, we are con- 
cerned with the fact that many patients 
who feel the need of these medications, 
frequently become quite dependent on 
them psychologically. These types of pa- 
tients tend to utilize these drugs more 
and more to meet everyday problems of 
living which, under normal circumstances, 
the individual should tolerate without re- 
quiring pharmacological assistance. 
~ I want to mention briefly some of the 
subjective sensations of which some pa- 
tients complain that often result in their 
refusal to continue taking the tranqui- 
lizers. Patients describe these sensations 
as a disagreeable lassitude; viz., ““No am- 
bition,” “don’t care,” “an all gone feel- 
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ing,” “floating ;” awareness of the environ- 
ment yet no real emotional involvement 
with it. 

.For certain individuals these sensa- 
tions are distinctly uncomfortable and for 
many, intolerable, particularly paranoid 
and obsessive -compulsive personalities 
who like to keep the environment in sharp 
focus. This group of patients prefer a 
moderate degree of anxiety to experienc- 
ing these sensations. The paranoid per- 
sonality occasionally may develop outright 
persecutory delusions regarding his muted 
perceptions and the hazy vagueness that is 
present secondary to these medications. 
The risk here is primarily to the physi- 
cian in that the paranoid patient may in- 
corporate the doctor into a delusional sys- 
tem as the agent of these disturbed sensa- 
tions via the prescribed pill or capsule. 
Fortunately, most of these patients simplv 
refuse to take the medication but this is 
something the doctor must consider be- 
fore he blithely dispenses these powerful 
and seemingly magical drugs. 

The fourth psychological risk that I 
list is suicide. This is a self-evident risk 
with the antidepressants. Frequently, de- 
pressed patients will take these medica- 
tions in overdosage and make suicide at- 
tempts. On the whole, the psychotropic 
drugs are not as lethal as some of the 
other drugs that are often taken in over- 
dosage; for example, the barbiturates. 
However, deaths have occurred as a re- 
sult of taking these medications in ex- 
treme overdosage. 


Physical Risks 

In the second major category of risks, 
the physical side, again I have further 
divided these into the “peripheral” and 
“central” side effects. First of all, the 
allergic manifestations. Many of the psy- 
chotropic drugs resemble histamine in 
their chemical structure. As you may 
know, chlorpromazine (Thorazine®) was 
originally developed as an antihistaminic. 
Consequently, many of them are prone to 
produce allergic phenomena. Usually these 
phenomena occur within a few days after 
starting the medication and are reversible 


upon discontinuance of the medication or 
the administration of one of the antihista- 
minic drugs. The major allergic symptom 
is dermatitis; this is most common with 
the phenothiazine derivatives and is par- 
ticularly prone to occur if the patient is 
exposed to direct sunlight, especially dur- 
ing the summer months. If you have a 
patient on relatively high doses of these 
medications, it is advisable that he stay 
out of direct sunlight. Urticaria has been 
noted and also nasal congestion with some 
of these drugs. 


Another fairly rare “allergic” or per- 
haps a directly toxic effect in certain pa- 
tients, is hematopoietic depression. Usu- 
ally this involves the myeloid elements of 
the bone marrow with leukopenia and oc- 
casionally agranulocytosis has been re- 
ported. Thrombocytopenia pupura has al- 
so been seen on rare occasions. 


The second group of physical, peripheral 
side-effects is a large one. These side- 
effects are the result of autonomic im- 
balance. It is fairly well established at 
the present time that many of the psycho- 
tropic drugs “release,” “block,” “antag- 
onize,” “compete with,” etc., the neuro- 
hormones of the central nervous system 
particularly serotonin and/or norepine- 
phrine. Both of these substances have 
been found in greatest concentration in 
the hypothalmus and also in other areas 
of the brain associated with “emotions.” 
Additionally, it is believed that serotonin 
is involved in mediating impulse transmis- 
sion of parasympathetic synapses and no- 
repinephrine, sympathetic synapses. At 
any rate, as a result of interfering with 
the action of these neurohormones many 
of the psychotropic drugs may have ac- 
companying sympatholytic and/or para- 
sympatholytic effects. 

I have listed, first of all, hypotensive 
phenomena, usually manifested by verti- 
go, syncope, “cold sweats,” “feeling of im- 
pending doom.” In older individuals with 
“brittle” cardiovascular systems, a sudden 
cerebral vascular hypotension secondary 
to these medications, could precipitate a 
cerebral vascular accident by slowing the 
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vascular stream and enhancing the possi- 
bility of thrombotic phenomena.* 

The second autonomic imbalance I list 
is “hepatitis.” The parasympatholytic ef- 
fect on the smooth muscle of the bile 
ducts and bile capillaries can result in pile 
up of bile and an “obstructive jaundice” 
in some patients. If the obstruction is not 
relieved eventually hepatic cellular dam- 
age can occur. However, the drugs are 
usually discontinued immediately, the pa- 
tient becomes jaundiced. In addition, the 
monamine oxidase inhibitors are thought 
to produce direct hepatocellular damage 
in susceptible patients and several of 
these drugs have been withdrawn from 
the market on this account. 

Other side-effects resulting from auto- 
nomic imbalance are cardiac rate and 
vhythm disturbances, various G.U. and 
G.I. disturbances, particularly constipa- 
tion. Activation of a quiescent peptic ul- 
cer has been reported with some of the 
sympatholytic tranquilizers. Dry mouth, 
or, on the other hand, drooling, peripheral 
vasomotor phenomena, flushing, etc. have 
been noted. Another one is increased in- 
traocular pressure secondary to the “atro- 
pine effect” of some of the antidepress- 
ants. Imipramine (Tofranil®) has been 
known to increase intraocular pressure 
and aggravate glaucoma. 

Also on the basis of parasympatholytic 
mydriasis—blurred vision. Another rath- 
er rare side-effect that has been reported 
is edema. The only patient that I have 
seen that has manifested edema was a 
patient who was suffering fairly severe 
extrapyramidal side-effects secondary to 
a phenothiazine derivative. This young 
colored female presented a 4+ bilateral 
pitting pedal edema. At the time, we sfpec- 
ulated that the edema could be secondary 
to the extreme muscular rigidity present 
which impeded venous return from the 
lower extremities especially, since it dis- 
appeared upon administration of an anti- 
Parkinsonism drug which relieved the 
muscular rigidity. 

A more generalized intracellular edema 
has been reported by Escoute.* This in- 
vestigator felt that in his case, edema for- 
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mation was secondary to electrolyte im- 
balance. His patient was drooling exces- 
sively and consequently losing large quan- 
tities of potassium ion in the saliva. The 
hypokalemic stimulus to sodium and water 
retention produced an intracellular non- 
pitting type of edema; the same as is 
frequently seen with corticosteroid’ ther- 
apy. This side-effect was treated success- 
fully by the administration of KCl. I men- 
tion this latter in some detail simply to 
illustrate the complexity of side-effects 
that can be produced with these drugs; 
i.e., side-effects that produce side-effects. 
Impotence is another rather disturbing 
side-effect which can occur—again appar- 
ently secondary to parasympatholysis. 

The second major group of “physical” 
side-effects I have listed as the central, 
or C.N.S. side-effects. First of all, the 
extrapyramidal side-effects. These effects 
are probably the most dramatic and well 
publicized of all the side-effects produced 
by the psychotropic agents, with the re- 
sult that there has been a great stimulus 
amongst the pharmaceutical companies to 
produce and publicize anti-Parkinsonian 
medications. At the present time there 
are somewhere around a dozen different 
synthetic anti-Parkinsonian drugs avail- 
able. Prior to 1955 B.C. (before chlorpro- 
mazine), the PDR listed six. 

Ayd has recently studied the morbidity 
of extrapyramidal side-effects in some 
3,000 patients on phenothiazine deriva- 
tives. He found that 38.9 per cent of 
these patients manifested one or another 
of the extrapyramidal side-effects. Most 
commonly implicated were the aromatic 
phenothiazine derivatives; namely pro- 
chloperazine (Compazine®), trifluopera- 
zine (Stelazine®), perphenazine (Trila- 
fon®), fluphenazine (Permitil®, Prolox- 
in®). 

The extrapyramidal side-effects can be 
divided into three groups: first, Aka- 
thisia—21.3 per cent. This term, derived 
from the Greek kathisis—a sitting— liter- 
ally means the inability to sit down—the 
patient is in constant motion, unable to 
sit still. The problem here is that this 
behavior may be mistaken for an increase 


375 


RISKS OF THE NEW PSYCHOTROPIC DRUGS—ARNESON 


in agitation and the dosage of the medi- 
cation increased, rather than recognizing 
it as a side-effect and either reducing the 
dosage or counteracting the side-effect 
with an anti-Parkinsonian drug. The sec- 
ond extrapyramidal side-effect listed is 
Parkinsonism, with a morbidity of 15.4 
per cent. This presents as the classical 
Parkinson syndrome with the character- 
istic festinating gait, muscular rigidity, or 
pill-rolling tremor, mask-like facies, etc. 

-A third group of extrapyramidal side- 
effects is the dyskinesias with an in- 
cidence of 2.3 per cent. These side-ef- 
fects are probably the most frightening 
of the side-effects, as far as the patient 
is concerned. Many times they come on 
rather suddenly in the form of oculogyric 
crises, muscular spasms—trismus, torti- 
collis, dystonic phenomena, athetoid move- 
ments, etc. Often the accompanying mus- 
cular rigidity and spasm are extremely 
painful and frightening to the patient. 
One general practitioner whom I know 
had a child patient on prochlorperazine. 
The doctor went away for a weekend holi- 
day and during his absence the child de- 
veloped trismus and it was thought that 
the child had tetanus. The patient was in 
the process of receiving a course of tet- 
anus anti-serum, when fortunately, the 
doctor returned, realized that this was a 
side-effect of the medication, and was 
able to treat it less riskily and certainly 
more effectively with one of the anti- 
Parkinsonian drugs. 

A third central effect I have listed is 
convulsive seizures. Many of the psycho- 
tropic drugs are taken up or concentrated 
in the hypothalmus. Another of their ac- 
tions apparently is to reduce the discharge 


threshold of the neurones in those areas, 
with the result that these drugs can then 
trigger off a generalized discharge re- 
sulting in a typical grand mal seizure. 
Occasionally the discharge remains focal 
and a Jacksonian seizure may occur. 

The fourth central effect that I want 
to mention is on the menstrual cycle. Fe- 
male patients on high doses of some of 
these medications, particularly the pheno- 
thiazines, will often skip a menstrual peri- 
od. This effect is probably on the basis 
of suppression of ovulation via the diminu- 
tion of hypothalmic stimulation to the an- 
terior pituitary to the ovary. If the pa- 
tient is continued on medication eventually 
she will have an anovulatory period but 
may miss as many as two or three periods. 
At any rate, there is no question that 
these medications can interfere with hor- 
monal balance via their suppression of 
the hypothalmic pathways. 


Conclusion 


I have thus in a brief span of time, 
tried to present a very complicated and 
comprehensive subject. I hope that I have 
helped in a small way to elucidate some 
of the risks of the new psychotropic drugs 
—a group of drugs that encompass such 
a wide range of side-effects. 
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Severance of the Common Bile Duct 


Due to External Blunt Trauma* 


® A rarely encountered form of injury, but one which may be ex- 
pected to increase with the large number of steering wheel injuries 


occurring today. 


IRECT blunt trauma to the abdomen 

| occasionally results in rupture of 
some part of the extra-hepatic biliary sys- 
tem. Mason, et al.° reviewed the literature 
in 1954, and estimated that less than one 
hundred cases had been reported. In re- 
cent years the reported incidence is on 
the increase. This is partly attributable 
to increasing awareness of and recogni- 
tion of this injury. However, the real in- 
cidence undoubtedly is on the increase 
paralleling the increasing speeds of mod- 
ern travel and the number of serious 
traffic accidents. A rarely encountered 
form of this injury is complete severance 
of the common bile duct, a case of which 
forms the basis of this report. This type 
of injury likewise can be expected to 
show an increasing incidence, particular- 
ly in association with the large number of 
steering wheel injuries occurring today. 


Case Report 


P.M., an 18 year old high school football play- 
er weighing 265 pounds, was brought to the 
emergency room on February 6, 1960, after the 
automobile he was driving crashed into the side 
of a train standing across a railroad crossing. 
The impact was sufficient to demolish the auto- 
mobile but the patient’s injuries appeared at 
first to be relatively minor. He was not uncon- 
scious at any time and was able to walk into the 
emergency room. Physical signs of injury were 
limited to multiple contusions and abrasions 
about the face, chest and upper abdomen. The 
only sign of abdominal injury was a faint band 
of discoloration across the upper abdomen due 
to contusion by the lower part of the steering 
wheel. X-ray examination of the chest and ab- 
domen was essentially negative. 


*From the Surgical Service of Touro Infir- 
mary and the Department of Surgery, Tulane 


University School of Medicine, New Orleans. 
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The patient was admitted for observation. 
After several hours, he began to exhibit an in- 
creasing pulse rate, a declining blood pressure 
and definite signs of peritoneal irritation in 
the upper abdomen. 

Laparotomy was performed about fifteen 
hours after admission. Reasoning that splenic 
injury was a reasonable possibility in this case, 
a left paramedian incision was chosen for the 
abdominal exploration. On entering the abdo- 
men, the upper right portion of the abdominal 
cavity was found to be filled with a mixture of 
blood and bile. A small laceration was present 
in the anterior part of the right lobe of the 
liver, with a firm clot in place. Considerable 
bile staining and early peritonitis was present 
about the first and second portions of the duo- 
denum. The second portion of the duodenum 
was mobilized by incising the lateral peritoneal 
reflexion and, in the process in doing so, the 
common duct was found to have been completely 
severed. The duct was noted to taper down, 
at the site of severance, to only 3 or 4 mm. 
in diameter. For a distance of about 4 cm, 
proximal to the site of severance, the common 
duct was lying free, detached from all surround- 
ing tissues, this appearance suggesting that the 
duct had been forceably avulsed from its course 
behind the duodenum and had separated near 
its entrance into the duodenum. There was 
ecchymosis extending into the layers of the 
transverse mesocolon near the hepatic flexure, 
The hepatic flexure was mobilized and inspected 
for signs of injury to the colon itself. None was 
found, nor was any gas leak demonstrated. 

Primary reconstruction of the common bile 
duct did not seem to be a wise procedure in 
this situation. Working with a small duct in an 
extremely obese patient through an _ incision 
not quite ideally placed would almost certainly 
have resulted in an unsatisfactory anastomosis, 
The end of the common duct therefore was li- 
gated and, after demonstration of an adequately 
patent cystic duct, an anastomosis was made 
between the gall bladder and a loop of the upper 
jejunum. Consideration was given to perform- 
ance of a jejunojejunostomy below this anasto- 
mosis or to employment of the Roux-en-Y meth- 
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od, but it seemed wise to limit the number of 
lines of anastomosis to the absolute minimum 
in the presence of early peritonitis. Several 
large Penrose drains were placed in the sub- 
hepatic area and behind the hepatic flexure, 
and were brought out through a stab wound in 
the right flank prior to closure of the abdomi- 
nal wound. 

The patient’s post-operative course was com- 
plicated by two injuries not recognized at the 
time of laparotomy. Seven days after the oper- 
ation, the drainage from the right flank stab 
wound became foul smelling and rapidly changed 
in character to gross feces. This drainage for- 
tunately remained confined to a small portion 
of the peritoneal cavity and the patient’s ability 
to take oral nourishment was uninterrupted. The 
right flank stab wound was enlarged at a sec- 
ond operation to insure free drainage of the 
fecal material. The fecal fistula drained pro- 
gressively less and closed spontaneously in one 
month. 

The second unrecognized injury made itself 
manifest during the second and third weeks fol- 
lowing laparotomy. The patient developed signs 
of a left subdiaphragmatic abcess associated 
with left pleural effusion. This abcess was 
drained on the twenty-first hospital day through 
the bed of the resected left 12th rib. Semipuru- 
lent debris and pieces of necrotic pancreatic tis- 
sue were obtained from this space. Cultures of 
the material showed no growth. Several large 
Penrose drains were left in the subdiaphragmatic 
space. The left pleural fluid was removed by 
thoracentesis on two occasions and this fluid 
likewise showed no growth on culture. Drainage 
of necrotic fat and pieces of necrotic pancre- 
atic tissue from the left subdiaphragmatic space 
continued for about two weeks, followed by de- 
creasing cloudy serous drainage for an addi- 
tional two weeks, followed by healing of this 
drain site. 

The patient was discharged from the hospital 
approximately two months after admission, light- 
er by 35 pounds, still quite weak to be sure, but 
grateful to be alive. 

Following discharge from the hospital, his 
recovery was progressive and uneventful. He 
has regained most of his loss in weight, has re- 
sumed weight lifting and some contact sports. 
He is determined to resume football in the com- 
ing year. 

It has been over a year since this patient’s op- 
eration and he has had no symptoms attributable 
to the anastomosis chosen for diversion of this 
biliary flow. Barium study of his upper gastro- 
intestinal tract has shown free transit of barium 
into and out of the gall bladder (See Figure 5). 


Comment 


The mechanism of injury to the bile 
ducts by blunt trauma has been the sub- 
ject of speculation by several authors. 
Although most instances occur following 
direct trauma to the anterior part of the 
abdomen, Deaton and Troxler have point- 
ed out that these injuries may occur by 
a “contra coup” mechanism and have re- 
ported a case to substantiate this fact in 
which the patient suffered severance of 
the cystic duct following a blow to the 
left lower chest.? 

There is general agreement that a sud- 
den rise in intra-biliary pressure may 
either rupture the ductal system or may 
fix the walls of the ducts in maximum 
distention and thus make them more vul- 
nerable to any shearing or stretching 
force. Sudden compression of the duct 
against the vertebral column is one pos- 
sible mode of injury. Complete severance 
of the common duct probably results from 
the combination of at least two factors. 
It seems most likely that rapid movement 
of the large inertial mass of liver away 
from the relatively fixed duodenum and 
pancreas could easily avulse and sever 
an over-distended common duct. 

There seems not to be any uniformity 
in methods of management of this type 
injury as evidenced by the few reports. 
The cases of Battle! in 1893, and Spen- 
cer ° in 1898, were operated upon several 
days after injury and were treated by 
simple drainage of the bile collection. Both 
patients died and the exact nature of in- 
jury was discovered at autopsy. Lysaght 4 
evidently reported the first surviving case 
in 1939, utilizing cholecystogastrostomy to 
establish a new bile passageway (See Fig- 
ure 1). Donald and Donald? in 1958, and 
Tolins* in 1959, reported primary repair 
in different portions of the duct (See 
Figures 2 and 3). The patient herein re- 
ported was treated by cholycystojejunos- 
tomy with ligation of the proximal end of 
the severed duct (See Figure 4). 

In dealing with injuries such as this, 
in which the common duct is completely 
divided, it is only natural that the surgeon 
should think first of trying to restore 
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Figure 1.—Lysaght, 1939 4 — Cholecystogastrostomy. Two month follow-up — asymptomatic. 
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Figure 2.—Donald and Donald, 1958 ? — Primary anastomosis of common bile duct and cholecystec- 
tomy. One year follow-up—no complications. 
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Figure 4.—Stewart, 1960 — Cholecystojejunostomy. One year follow-up — asymptomatic. 
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the anatomy as nearly as possible to its 
former state, and perhaps it is a point of 
pride to be able to do so. However, it 
should be remembered that if the cystic 
duct is of sufficient patency, the gall 
bladder will serve well as a biliary pas- 


Figure 5.—Barium study of upper gastroin- 
testinal tract showing excellent filling of the 
gall bladder (arrow) with the contrast material. 





sage and will generally provide sufficient 
area for creation of a much larger anas- 
tamotic stoma to an appropriate part of 
the upper gastrointestinal tract. 


Summary 


A case is presented of complete sever- 
ance of the distal common bile duct by 
blunt trauma (steering wheel injury) to 
the abdomen. There was associated trau- 
matic pancreatitis, perforation of the he- 
patic flexure of the colon and a small 
laceration of the liver. With increasing 
numbers of serious highway accidents, 
this rare lesion undoubtedly will increase 
in incidence. Some of the methods which 
have been used for management of this 
injury are presented both in text and in 
diagrammatic form. 
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The Hygienic Value of the Electric Light 


The French scientific journal La Nature summarizes a commnuication from Dr. 
Javal, who believes that the electric light is absolutely without danger to the sight, 
in consequence of the amount of division which can now be obtained in it. * * 
scientists have shown that illumination by the electric light deserved preference over 
all other methods in use, for the following reasons: It does not pollute the air with 
deleterious gases or other unhealthy products. 2. It induces a greater visual unity 
than with daylight or gaslight. The conclusion adopted * * * was that the “Hygienic 
qualities of the electric light have not hitherto been appraised at their real value.”— 
British M. J. 


New Orleans M. & S. J. 10:375 (Nov.) 1882. 
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Treatment of Complete 





Atrioventricular Heart Block 


@ A method of treatment of this condition, not widely used, is reported 


by the authors. 


OMPLETE atrioventricular heart block 

is a common complication of certain 
types of intracardiac surgery. Surgeons 
performing intracardiac procedures are 
well aware of this complication and of its 
treatment with artificial pacemakers. Ac- 
quired atrioventricular heart block may 
also result from arteriosclerotic cardio- 
vascular disease, septal infarcts and other 
diseases. Many of these patients respond 
satisfactorily to drug therapy. Certain 
patients, however, fail to respond ade- 
quately to drug therapy and must lead a 
sedentary life with frequent bouts of syn- 
cope and varying degrees of myocardial 
failure. Like healthy individuals, these 
unfortunate people occasionally are beset 
with some malady which requires surgi- 
cal intervention. 

If the surgical disease is of an urgent 
nature and the atrioventricular block is 
unresponsive to drug therapy, the sur- 
geon is placed in a most unenviable posi- 
tion. He is faced with a patient needing 
urgent surgery but who is such a poor 
risk from his cardiovascular disease that 
he probably cannot tolerate anesthesia. 


Case Report 


The following case represents such an 
occurrence and a suggested plan of man- 
agement. 

T. C., a 68 year old white male, was referred 
to New Orleans Charity Hospital on July 15, 
1960. He had been seen previously at this hos- 
pital in 1959, with a diagnosis of complete atrio- 
ventricular heart block, resulting in frequent 
convulsive and syncopal episodes and low grade 
myocardial failure. Drug therapy including isu- 
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prel, ephedrine and sodium lactate had failed 
to relieve his syncopal attacks. 

One week prior to his present admission, he 
fell and incurred a left subtrochanteric fracture. 
Because of his cardiovascular status he was 
treated with traction elsewhere and subsequent- 
ly referred to New Orleans Charity Hospital. 
Physical findings on admission in addition to 
his hip fracture, revealed a senile white male 
who exhibited frequent convulsive and syncopal 
episodes even at rest. 

His pulse rate varied from 36 to 40 per minute 
with frequent extrasystoles evident. Blood pres- 
sure was 160/60. 

The heart was enlarged clinically with the 
apex beat palpable well to the left of the mid- 
clavicular line in the sixth intercostal space. 
There was a high pitched Gr. 2 aortic systolic 
murmur transmitted to the neck, as well as 
Gr. 1 systolic apical murmur. 

There were moist rales scattered over both 
lung fields. The liver was palpable on inspira- 
tion. The ECG revealed complete atrioventricu- 
lar heart block. Roentgenogram of the chest 
showed increased pulmonary vascularity and 
cardiomegaly. 

Attempts at reduction of the fracture by 
means of traction were unsuccessful and the 
orthopedic surgeons deemed open reduction and 
internal fixation of the fracture indicated. 

Drug therapy directed at improvement of his 
cardiovascular status included isuprel 40 mgm., 
ephedrine Gr. 3 and meticorten 40 mgm. daily. 
In spite of: these measures, his pulse rate re- 
mained around 40 per minute, his syncopal epi- 
sodes continued and his borderline myocardial 
failure persisted. 

On July 29, 1960, under local anesthesia, a 
single strand, lacquer insulated wire was intro- 
duced through a small skin incision into the 
right jugular vein. Under fluoroscopic control 
it was threaded through the right atrium into 
the right ventricle until the non-insulated tip of 
the wire touched the right ventricular endocar- 
dium. Figure 1 is a limb lead electrocardio- 
graphic tracing prior to introduction of the wire 
and illustrates complete atrioventricular disso- 
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LIMB LEAD 


Figure 1 


ciation. Figure 2 represents an electrocardio- 
graphic tracing taken directly from the intra- 
cardiac wire within the right atrium. Figure 3 
is another tracing from the intracardiac wire in 
contact with the right ventricular endocardium. 
The contrast between atrial and ventricular 
tracings is quite marked and is an aid in proper 
placement of the intracardiac wire. 

After the wire was positioned against the 


ventricular endocardium, it was connected to 
the negative pole of a transistorized, battery- 
powered, portable cardiac pacemaker. An in- 
different electrode wire was sutured to the right 
sterno-mastoid muscle and connected to the posi- 
tive pole of the pacemaker. The pacemaker was 
set to deliver a current of four milliamperes at 
a rate of 60 to 70 per minute and the patient’s 
ventricular response was immediate. Figure 4 





CATHETER IN ATRIUM 


Figure 2 


SEPTEMBER, 1961— Vol. 113, No. 9 


383 








COMPLETE ATRIOVENTRICULAR HEART BLOCK—-ALBERT, GLASS 


SANBORN Aecora 


CATHETER IN VENTRICLE 





Figure 3 


is a limb lead electrocardiographic tracing with 
the pacemaker in operation. The complete atrio- 
ventricular dissociation remains but the ventricu- 
lar rate precisely follows the pacemaker impulses 
at the desired rate. 

After insertion of the intravenous, endocardi- 
al electrode wire, the patient exhibited consider- 
able clearing of his sensorium and had no fur- 
ther syncopal episodes. On August 1, 1960, 


when the orthopedic surgeons performed an 
open reduction and internal fixation of the left 
hip, he had no cardiac difficulties throughout 
the procedure. 

His postoperative course was uneventful until 
the fifth postoperative day when he pulled on 
the intracardiac wire sufficiently to dislodge it 
from the right ventricle. His pulse rate prompt- 
ly dropped to 40 per minute and his syncopal epi- 





ON PACEMAKER 


Figure 4 


384 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 














COMPLETE ATRIOVENTRICULAR HEART BLOCK—ALBERT, GLASS 


sodes recurred. The patient refused reinsertion 
of the wire. Although the staff believed that 
he had been helped more than he realized both 
from a mental and a cardiac standpoint by the 
pacemaker, and despite the fact that his sensori- 
um was cloudy, his wishes were respected. The 
wires were removed and he was discharged on 
August 15, 1960. 


Discussion 

This case represents a patient with com- 
plete atrioventricular block in need of ur- 
gent surgery for an unrelated traumatic 
condition. The simple procedure of intro- 
ducing an insulated wire intravenously 
into the right ventricle with connection 
to an artificial cardiac pacemaker con- 
verted this patient from an almost im- 
possible risk to a relatively good surgical 
candidate. Certainly without the benefit 
of the pacemaker the risk of anesthesia 
would have been almost unacceptable. 

The first practical artificial pacemaker 
was described by Zoll! in 1952. In 1957 
Weirich et al.? utilized the pacemaker clin- 
ically following injury of myocardial con- 
duction bundle during repair of septal de- 
fects. In 1958 Furman and Robinson * 
described the use of an endocardial elec- 
trode. Weale,* in 1959, first described the 
jugular vein route of introduction of an 
endocardial electrode. Furman et al.° have 
reported 18 cases of atrioventricular block 
treated with an endocardial electrode 
catheter for periods of as long as eighteen 
months. Their* work indicates that long 
term usage of such an endocardial elec- 
trode can be of great benefit to any pa- 
tient with symptomatic atrioventricular 
block for the relief of either syncopal epi- 
sodes or myocardial failure secondary to 
the block. 


Because of their experience we were 
encouraged to utilize a slight variant of 
their method to aid this patient through 
surgery. The procedure is simple, safe 
and easy to perform. For long-term usage, 
anticoagulant therapy must be utilized 
concurrently. However, this is no major 
problem in the present era. 

Furman et al.® report that infection 
around the catheter has not been a prob- 
lem. Certainly, breakage of the endocar- 
dial wire or endocardial catheter is a dis- 
advantage and will require replacement 
of the catheter. However, multistrand, 
polyvinyl, insulated wire is now available 
and should prove useful in minimizing the 
breakage problem. In any event, the re- 
placement of an intravenous endocardial 
electrode is a safer and easier procedure 
than is formal thoracotomy for the place- 
ment of myocardial electrodes. 


Summary 


A simple, safe method of treatment for 
symptomatic, atrioventricular heart block 
is described. It involves merely the inser- 
tion of a wire electrode intravenously into 
the right ventricle with connection to an 
artificial pacemaker. 
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Review of the Method and the Results of the 
Schilling Tests for Pernicious Anemia‘ 


@ A comparative study of the method and results of the Schilling test 
at Charity Hospital with those of Schilling and other investigators. 


$ Heng Schilling test is dependent upon 

the absorption of vitamin By. labeled 
with radioactive cobalt.®.7 If a sufficient 
quantity of intrinsic factor is present in 
the gastric secretions, the normal patient 
will excrete over 4 per cent of the orally 
administered radioactive cobalt in the 
urine within twenty-four hours if the pa- 
tient has been previously flooded with an 
intramuscular injection of nonradioactive 
vitamin B,.. Patients with pernicious ane- 
mia and malabsorption syndrome will ex- 
crete less than 4 per cent in the urine 
within a twenty-four hour period. In pa- 
tients with pernicious anemia the admin- 
istration of intrinsic factor with the test 
dose will result in an increase of excre- 
tion in the urine to 4 per cent or more in 
twenty-four hours. Administration of in- 
trinsic factor does not enhance absorption 
or excretion in those patients with the 
malabsorption syndrome. 


Methods 


At the present time there are 4 primary 
methods of measuring the results of this 
test; these include measurement of fecal 
excretion of the radioactive cobalt in 
twenty-four to forty-eight hours; direct 
scintillation counting over the liver to 
measure absorption, scintillation counting 
of a blood sample, and as previously men- 
tioned the twenty-four urine excretion.® 

The basic difficulty in fecal analysis is 
in specimen collection and developing a 
proper method of counting a semisolid ma- 
terial. Needless to say this method has 
become most unpopular among the tech- 





* Department of Pathology, Charity Hospital 
of Louisiana, New Orleans. 


LEHRUE STEVENS, JR., M. D. 
New Orleans 


nologists in the radioisotope laboratory. 
Direct scintillation counting over the liver 
has a distinct advantage in that patient 
co-operation is not necessary for the com- 
pletion of the test. The disadvantages are 
that the test requires approximately sev- 
enty-two hours for completion and that 
as yet no perfectly reliable probe has been 
developed for counting over an area as 
large as the liver. The measurement of 
serum radioactivity does reflect true ab- 
sorption, but the accuracy of the test is 
diminished due to the very small amount 
of radioactive material present in a serum 
sample. 

As a result urine assay has proved to 
be the most reliable method for this hos- 
pital. The urine assay method has two 
distinct disadvantages.* The physician is 
dependent upon the patient for the collec- 
tion of the total twenty-four hour urine 
sample. The second and most important 
disadvantage is that the test is depend- 
ent upon urine excretion as well as ab- 
sorption of the test material from the 
gastrointestinal tract. A recent review of 
this method of analysis in patients with 
elevated B.U.N.’s secondary to renal dis- 
ease has appeared in the literature and 
the results have revealed an understand- 
ably significant decrease in the accuracy 
of the test. Nevertheless this method has 
proved to be the most reliable and most 
facile at this hospital. 


Method Used at Charity Hospital 
The actual method and dosage used in 
this hospital varies only slightly from the 
original method employed by Schilling,! ? 
as can be seen by referring to Table 1. 
The primary differences in our methods 
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TABLE 1 
VARIATIONS IN TEST DOSAGE IN URINE SCHILLING TEST.1, 2, 5 








Charity 


Material Hospital 


Journal of Applied 
Radiology & Isotopes Schilling 
1957 Method 





Vitamin B,, 

Cobalt 6° 

Flush Dose B,, 

Intrinsic Factor 

Volume of Urine Counted 


0.5 microgram 
0.5 microcuries 
1000 micrograms 
60 milligrams 

1 liter 


0.5-0.7 microgram 
0.1-0.5 microcuries 
1000 micrograms 
Dialyzed gastric juice 
100 milliliters 


1-2 microgram 

0.5-1 microcuries 
1000 micrograms 
Dialyzed gastric juice 
1 liter 





are that in this hospital we use a some- 
what smaller test dose of vitamin Bi. and 
radioactive cobalt. A more recent method 
also is included in Table 1, which utilizes 
even smaller dosages of the test materi- 
als.» Comparative results have revealed 
no decrease in accuracy in those methods 
employing smaller test dosages. On the 
contrary repetitive examination of the 
same patients has shown the test to be 
more consistent with smaller test doses. 
If the results of the test reveal an excre- 
tion of less than 4 per cent in the urine 
in twenty-four hours we repeat the test 
with intrinsic factor one week later. We 
employ exactly the same dosages and pro- 
cedures as are employed when the factor 
is not given. 


The instrument used for the counting 
procedure is the Nuclear Chicago Model 
130 scintillation counter and deep well 
counting chamber. Standard solutions rep- 
resenting 4, 8, 12, 16, 20, and 24 per cent 
of test sample activity are placed in 1 
liter bottles. A 1 liter sample of the 
twenty-four hour urine specimen is also 
prepared in a like fashion. Each bottle 
is placed on top of the well and counts 
are recorded for five minutes. A dilu- 
tion factor is figured on the basis of the 
twenty-four hour urine volume, ang the 
twenty-four hour excretion percentage is 
calculated. 


Tests Reported in Literature 

In 1955, a survey of 97 Schilling tests 
appeared in the literature.2 The results 
of these tests appear in Table 2. As can 
be seen this group included 18 controls 
not selected from the hospital population, 
but from a group of normal individuals. 
The average value for these control tests 
was 14 per cent. This value is consider- 
ably higher than the average of 8.5 per 
cent obtained in our series of tests con- 
sidered to be normal. It must be remem- 
bered, however, that our tests are per- 
formed in this hospital only on those pa- 
tients who are seriously considered to 
have pernicious anemia or malabsorption 
syndrome. Even in the absence of these 
conditions our patients frequently have an 
underlying disease process, and as a re- 
sult we should probably expect a lower 
average normal value. 


Tests at Charity Hospital 

By referring to Table 3, it can be seen 
that a total of 64 Schilling tests were per- 
formed in Charity Hospital between No- 
vember of 1959 and September of 1960. 
Out of this total 29 were considered to 
have a normal excretion and the test with 
the intrinsic factor was not considered 
necessary. None of this group has been 
demonstrated to have either pernicious 








TABLE 2. 
SCHILLING‘S SERIES — RESULTS OF 97 TESTS REPORTED IN 1955.2 
Total Cases Range: Average Value: 
Without Factor — With Factor Without Factor — With Factor 

Controls 18 71-22% ee 14% 
Achlorhydria 31 2.2-29 % we 11.6% 
Pernicious Anemia 35 0-2.3% 3.1-30% 9.8% 
Post-gastrectomy 13 0-4% 4-30% 10% 
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TABLE 3 
RESULTS OF 64 SCHILLING TESTS AT CHARITY HOSPITAL. 











Range: Average Value: 
Total Cases Without Factor — With Factor 

Controls 29 5-10% — 8.5% 
Pernicious Anemia 23 0-2 % 6-19 % 10.4% 
Malabsorption 6 0-2 % 0-2 % 0-2 % 

(Abnormal fat 

absorption studies) 
Not Diagnostic 6 0-2% 0-2 % 0-2 % 


(Normal fat absorption) 





anemia or the malabsorption syndrome by 
other clinical methods. 

The age range of this group was 47 to 
66. There are only 2 cases reported in 
the literature in the last eight years of 
false normal Schilling tests.° One of these 
patients had cirrhosis of the liver and the 
other had a gastro-enterostomy. Both pa- 
tients were clinically demonstrated to 
have pernicious anemia and both returned 
to normal hematologically and clinically 
following therapy with intramuscular Vi- 
tamin B,.. Both have had repeated Schil- 
ling tests and they have all been normal 
without the addition of intrinsic factor. 
No explanation for this can be offered at 
this time. 

A total of 23 tests were considered posi- 
tive for the diagnosis of pernicious ane- 
mia. The age range for this group of 
patients was from 30 to 73. Eight of 
these patients were males and 15 were 
females. Ten of this group have been 
known to have pernicious anemia for years 
and have been on By,» therapy since initial 
diagnosis. This was the initial hospital 
diagnosis for the remaining 13. Seven of 
this group had been receiving therapy of 
one sort or another for varying periods 
of time prior to their admission to the 
hospital. 

In general this therapy consisted of 
multi-vitamin preparations and vitamin 
By, shots. As a result their clinical and 
laboratory findings were not at all satis- 
factory for the diagnosis of pernicious 
anemia. It is in this group that the test 
is of extreme significance. Also included 
in this group were two post-gastrectomy 
patients with carcinoma of the stomach. 
Both had been operated upon three to 


four years prior to this admission and 
each had developed a severe megaloblastic 
anemia. Both cases responded optimally 
to intramuscular vitamin B,», injections. 


Conclusions from Test 


Although no definite rule can be estab- 
lished, it appears that those patients with 
the higher percentage excretion in the 
urine with the addition of intrinsic factor 
are those with a more profound anemia. 
In other words those who have not been 
previously treated or diagnosed. 

Those patients with a lower percentage 
excretion with the factor generally fall 
into two groups: 

1. Those patients who have been diag- 
nosed and treated for many years and who 
are doing well on I.M. Bye. 

2. Those patients who have a compli- 
cating condition such as duodenal diver- 
ticulae, strongyloidiasis, dimorphic anemi- 
as and possible malabsorption syndromes. 
This particular group had Schilling tests 
which were persistently borderline for the 
diagnosis of pernicious anemia. In general 
these values ranged from 4-6 per cent. 
Several of these cases have since been 
shown to have true pernicious anemia. 

None of the above patients had any 
free gastric acid, and all have had an 
optimal response to intramuscular vitamin 
Bi. therapy. It appears that there were 
no false positive tests. Any value rising 
from less than 2 per cent excretion to 8 
per cent or more with intrinsic factor 
added is now considered proof of perni- 
cious anemia in this hospital. There was 
one unexplained false negative test in this 
series. The excretion was less than 2 
per cent with and without intrinsic fac- 
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tor. This patient has been definitely 
proven to have pernicious anemia. A re- 
view of his chart revealed that at the 
time of the previous test his Blood Urea 
Nitrogen Level was quite high. This find- 
ing correlates with quoted material ap- 
pearing earlier in this paper. 

The Schilling test is of considerable as- 
sistance in the diagnosis of the malabsorp- 
tion syndrome. In this hospital a patient 
is considered to have true malabsorption 
syndrome only when the Schilling test 
shows less than 2 per cent excretion in 
twenty-four hours with and without in- 
trinsic factor, and when fat absorption 
studies show less than 4 per cent absorp- 
tion in four hours. A total of 6 cases 
have fulfilled the above criteria in our 
laboratory during the past year. All these 
cases clinically have been true malabsorp- 
tion syndrome. There have been 6 cases 
in which the Schilling test has shown less 
than 2 per cent excretion with and with- 
out intrinsic factor and yet have had nor- 
mal fat absorption studies. Of this num- 


ber 4 have been shown to have severe 
nutritional anemia. One has duodenal di- 
verticuli and gastric polyposis and another 
has severe gastric polyposis. 

We feel that the results of the Schilling 
test in Charity Hospital over a period of 
one year compare extremely well with 
both the patient’s clinical diagnosis and 
with the results of this test in other estab- 
lished Radioisotope Laboratories across — 
the country. 
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5. 


The Responsibility of Criminal Lunatics 
By H. S. Herrick, M.D. 


Read before the Orleans Parish Medical Society. 


Publication authorized. 


The literature growing out of the assassination of President Garfield, during a 


little more than a year, has attained extraordinary proportions. 


Quite lately the 


trial of the assassin Guiteau has evoked small volumes from two medical men, the one 
a neurological expert, the other an alienist of more than twenty years’ experience. 
Each one of these writers naturally regards the criminal Guiteau from the standpoint 
of his own specialty; by the medical standard both pronounce him of unsound mind, 
and therefore irresponsible positively in a moral sense, and properly in a legal sense, 


for his crime. 


New Orleans M. & S. J. 10:401 (Dec.) 1882. 
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Heaf Type Multiple-Puncture Tuberculin Test 


Comparison with Mantoux and Vollmer 


@ Further study of the value of the tests for tuberculosis, using the 
Heaf test together with the Vollmer and Mantoux, in the same 155 


patients. 


1% a previous report ! the advantages of 
the Vollmer over the Mantoux intra- 
dermal tuberculin patch test were enu- 
merated, but there was a serious disad- 
vantage of the Vollmer test, namely a lack 
of sensitivity. The Vollmer test revealed 
85 per cent of the persons were unques- 
tionably tuberculous. In comparison, the 
Mantoux test using P.P.D. 0.00002 (first 
strength) and if no reaction occurred, 
occurred, P.P.D. 0.0001 (intermediate 
strength) revealed 97.6 per cent of these 
tuberculous persons. The same patients 
were used, and in most cases at the same 
time. The Vollmer test was very valuable 
in epidemological area surveys in deter- 
mining which large group of persons (by 
_ residence, occupation, race, or sex) have 
a higher incidence of tuberculosis infec- 
tion than some other group. In this way 
the high incidence groups can be identi- 
fied and our efforts channeled to these 
people. However, when a high incidence 
group is found by the Vollmer test every- 
body in that group should be investigated 
for tuberculosis if our aim is eradication 
of tuberculosis. If there was a more sen- 
sitive test available without the disad- 
vantages of the Mantoux test the nega- 
tive reactors could be disregarded with a 
large saving of effort, time, personnel, and 
money. 


A hundred and fifty-five patients who 
were proven to have pulmonary tubercu- 
losis by culture were studied by the Heaf 





* Former Medical Director, Lafayette Charity 
Hospital Tuberculosis Annex. 
** Director, Lafayette Parish Health Unit. 
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multiple-puncture tuberculin test 2? and by 
the Vollmer and the Mantoux methods. 
In the Heaf test six sterilized needles are 
driven through a previously applied film 
of concentrated (2 mg. in one ml.) P.P.D. 
to a depth of approximately one millimeter 
by a mechanical device, in this case a 
Sterneedle© gun.+ The test can be given 











TABLE 1 
Vollmer P.P.D. 

Patch P.P.D. #1 (Int.) Heaf 

112 Pos. Pos. Pos. 

13 Neg. Pos. Pos. 

12 Pos. Neg. Pos. Pos. 

4 Neg. Neg. Pos. Pos. 

3 Neg. Neg. Neg. Pos. 

3 Pos. Pos. Neg. 

2 Neg. Neg. Neg. Neg. 

2 Neg. Pos. Neg. 

3 Pos. Neg. Neg. Pos. 

1 Pos. Neg. Neg. Neg. 
155 





rapidly by relatively untrained personnel, 
the patient acceptance is high, and it is 
nearly painless. Occasionally some slight 
bleeding is seen as a result of undue pres- 
sure in applying the test, but the bleeding 
did not interfere with the accuracy of the 
test. The test cannot be removed acci- 
dentally or intentionally, and the patient 
can bathe if he desires. 

Only 8 patients of the 155 did not show 
a positive reaction, as manifested by a 
palpable induration at the site of more 
than three puncture points or a more note- 
worthy reaction. The reactions were clas- 
sified as one plus, two plus, three plus, 





+ The Sterneedle gun is distributed by the 
Panray Corp. 
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and four plus as read on the fifth day. 

1. Palpable induration at the puncture 
points. 

2. Coalescence of the indurated points 
to form an edematous ring. 

3. More intensive induration forming 
a coin pattern approximately 2 cm. 
in diameter. 

4. A more striking reaction. 


However, because the size of the reac- 
tion was not related to the severity of 
the disease this classification was not 
used in this study. 

In contrast, 24 patients showed no reac- 
tion to the Vollmer patch test, a false neg- 
ative rate of 15.48 per cent. In a previous- 
ly reported series of 124 patients the false 
negative rate was more than 15 per cent. 


As expected, the results of the Mantoux 
test using P.P.D. first strength and inter- 
mediate strength were much more reliable 
than the Vollmer test. Nine of the 155 
were negative, a false negative rate of 5.8 
per cent. A reaction was graded as nega- 
tive if the induration was smaller than 
four millimeters in diameter. Redness was 
disregarded. 

It is well known that the administration 
of glucocortoids will diminish or abolish 
the reaction to tuberculin in many cases.*-° 
Ideally, skin tests should be done before 
the administration of steroids if treat- 
ment by steroids is considered. One pa- 
tient who was treated by prednisone at 
the time was positive to the Vollmer test 
while the P.P.D. tests and the Heaf test 
were negative. Another patient who was 
. taking prednisone was positive to both 
Heaf and Vollmer tests but negative to 
P.P.D. first strength and P.P.D. interme- 
diate strength tests, while a third was 
positive to the Heaf test and negative to 
both the Vollmer and the PPD first and 
intermediate tests. One patient who was 
receiving prednisone for three years for 
another disease before her tuberculosis 
was discovered was positive to the Heaf, 
Vollmer, and PPD tests. 


Discussion 


The Heaf test was as sensitive as the 
Mantoux if both PPD first strength and 
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intermediate strength are used. The test 
is easily done and easily read. The solu- 
tion of tuberculin (Connaught) will main- 
tain its activity for a period of 18 months 
from the date of manufacture, a boon to 
the physician who uses a tuberculin test 
intermittently. In survey work the over- 
whelming superiority in sensitivity, 94.84 
per cent vs. 84.52 per cent, over the Voll- 
mer should far overbalance the slight su- 
periority in ease of application of the Voll- 
mer. 

It has been suggested that a negative 
reaction to five tuberculin units (0.0001 
mg. of P.P.D.) can rule out the tubercle 
bacillus as the etiological agent in many 
instances.’ * However, no test is infallible. 
Two patients were negative to all skin 
tests. One of these was 75 years old, 
acutely ill and had a recent cerebral throm- 
bosis, but in the other case no proven ex- 
planation could be offered. The other six 
Heaf negative patients were positive to 
one or both of the other tests, while 6 
were positive to the Mantoux test but 
negative to the Heaf test. 


In a series of 416 tuberculosis patients 
who were tested by P.P.D. intermediate 
strength 7.2 per cent were non-reactors, 
but if these non-reactors were re-tested 
by the same strength P.P.D., only 1.7 
per cent did not react.? Either the Heaf 
test or the Mantoux test using P.P.D. #1 
and P.P.D. intermediate are valid screen- 
ing procedures and should disclose nearly 
95 per cent of persons who are infected 
by the tubercle bacillus. However, they 
can not be used as an exclusive test in the 
individual case. If P.P.D. .005 mg. is used 
a negative reaction in a reasonably healthy 
person nearly eliminates the possibility 
of infection with Mycobacteria tuberculo- 
sis, but a positive reaction could be caused 
by acid fast Mycobacteria which are not 
Mycobacteria tuberculosis.’° It has been 
reported that the Heaf test was positive in 
11.9 per cent of 803 subjects who were 
negative to the Mantoux test using 0.1 
mg. O.T."! 

The importance of these “false posi- 
tives” due to either atypical Mycobacteria 
or less likely to chemical irritation is 
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small in view of the fact that a positive 
tuberculin test does not mean that active 
disease is present. 

_ There is little relation of the severity 
of the reaction to the Heaf or Mantoux 
tests to the extent, duration, or location 
of the disease in these active cases. The 
patients who were acutely ill and febrile 
had less striking reactions or were nega- 
tive. It should be noted when screening 
apparently healthy persons that people 
who have positive reactions to P.P.D. 
0.0001 larger than 10 mm. are three or 
four times more likely to develop clinical 
tuberculosis than those who have reac- 
tions of 4 to 9 mm.!?. & 


Summary 


The Heaf test was positive in 94.84 per 
cent of 155 patients with proven clinical 
tuberculosis. In comparison, the Mantoux 
test using 5 tuberculin units (P.P.D. in- 
termediate) or less was positive in 94.19 
per cent while the Vollmer patch test was 
positive in 84.52 per cent of the same pa- 
tients. 

Both the Heaf and the Mantoux tests 
are valid screening procedures and either 
should disclose more than 94 per cent of 
persons who have been infected by Myco- 
bacteria tuberculosis. They cannot be 
used as an exclusion test in an individual 
case. 

Little skill is involved in giving or read- 
ing the Heaf test, and the solution of tu- 
berculin is stable for 18 months. The pa- 
tient acceptance is higher than in the 
Mantoux test. The Heaf test should be 
very valuable in office screening, especi- 


ally in the practice of physicians who use 
tuberculin tests intermittently. 

The Vollmer patch test should not be 
used alone in office practice in view of 
the unduly high rate of “false negatives” 
which could cause a feeling of security not 
warranted by the accuracy of the test. 
The principle value of the Vollmer test is 
in large surveys to pin point the high in- 
cidence groups. 
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Editorial 


Status of Poliomyelitis Vaccination 





The physicians of the nation have been 
asked and will be urged again to make a 
continuing campaign against poliomyeli- 
tis. The results of the collective effort of 
all who have concerned themselves with 
control of poliomyelitis are encouraging. 


Indications are that the incidence this 
year will be the lowest in recent years. 
This was also true in 1960, and there has 
been a progressive decline since 1955, ex- 
cept for the year 1959. The Salk vaccina- 
tion programs were initiated in 1955. 

Although there is a tendency for the dis- 
ease to vary in its intensity, the figures 
have been substantially lower in the last 
three years than they have in the last 
twenty-three years. The favorable differ- 
ence is largely attributable to the Salk 
vaccine. However, in spite of the wide 
support of the use of the vaccine by health 
authorities, we had at the beginning of 
this year 38 per cent of children five 
years and under, 63 per cent of men age 
twenty to forty, and 48 per cent of women, 
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age twenty to forty, all not fully vacci- 
nated. 

The disease is maintained and spread 
predominantly by children under age five. 
It attacks young adults and pregnant 
women disproportionately more severely 
than other individuals in the community. 
This situation called for a renewed effort 
to vaccinate “babies and breadwinners” 
on the part of the Public Health Service 
and the American Medical Association, at 
the beginning of this year. The House of 
Delegates approved the recommendations 
of the Council on Drugs of the A. M. A. 
in June of this year, which advocated 
fundamental policies as regards the Salk 
and the oral poliomyelitis vaccines. 

The Council advised that pending such 
time as the oral polio virus vaccines are 
generally available physicians should en- 
courage, support and extend the use of 
Salk vaccine on the widest possible scale. 
All persons below fifty years of age should 
receive or complete a full course of three 
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basic inoculations of Salk vaccine plus at 
least one booster. Where circumstances 
do not permit the accomplishment of as 
complete a program as this, special em- 
phasis should be placed on immunization 
of preschool children and young parents, 
for it is in these two groups that the risk 
of paralytic poliomyelitis is greatest. This 
has been the situation and recommenda- 
tion applicable during the current year. 
Since the oral poliovirus vaccines will 
become available during the latter part of 
this year, observations were made by the 
Council as to its status and recommenda- 
tions were made as to its use. The Coun- 
cil believes that oral polio vaccine may 
be given to all persons six weeks of age 
and over regardless of whether or not 
they have received Salk vaccine. It also 
recommends that all physicians take lead- 
ership in initiating, supporting, and par- 
ticipating in extensive community-wide 
mass vaccination programs. By such 


means, it is hoped that the 50 per cent of 
the population who are now susceptible 
and unprotected will be immunized, and in 
so doing the disease will be largely con- 


trolled and possibly eliminated. 


These conclusions and recommendations 
have been made by the Council on grounds 
which are regarded as dependable. The 
recommendations of the Public Health 
Service Committee on Live Poliovirus Vac- 
cine and of the Expert Committee of the 
World Health Organization have been re- 
viewed along with further available data. 
The originator, Sabin, of the vaccine 
chosen to be licensed by the Public Health 
Service has stated that his vaccine has 
been given to over one hundred million 
people. 

The considerations upon which the rec- 
ommendation for the use of the oral vac- 
cine have been based are fundamental and 
their explanation has a bearing on the 
understanding of the problem. 

Current knowledge of the pathogenesis 
of poliomyelitis and of the factors influ- 
encing the epidemiologic spread of the 
disease recognizes two manifestations of 
immunity: (1) Humoral immunity due 
to circulating virus-neutralizing  anti- 
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bodies; and (2) what is presumed to be 
local resistance to virus multiplication in 
the mucosa and lymphoid tissues of the 
alimentary tract. Eoth kinds of immunity 
affect the spread of the three types of 
polioviruses in the patient, but only local 
resistance profoundly affects the spread of 
the disease in the community by decreas- 
ing the growth and spread of the virus in 
and from the alimentary tract. 

Humoral immunity exists when there 
are neutralizing antibodies in the serum. 
These protect man against paralytic at- 
tack by homotypic polioviruses. The anti- 
bodies may be passively acquired, as by 
way of the placenta or as the result of 
parenteral administration of human glob- 
ulin; or they may be actively acquired, 
resulting from natural infection; or as 
the result of oral administration of live 
attenuated polioviruses; or infection 
through contact spread of the latter; or 
acquired following parenteral administra- 
tion of formaldehyde-killed polioviruses. 

Local resistance in the intestinal tract 
is stimulated by infection, which infection 
may come from wild (naturally occur- 
ring) polioviruses or the oral feeding of 
attenuated polioviruses, or contact spread 
of the latter. 


The contention of the advocates of oral 
vaccine is that the intestinal tract of the 
individual becomes immune to further 
wild virus infection and that “although 
Salk vaccine can be expected to reduce 
greatly the relative risk of paralytic polio- 
myelitis among adequately vaccinated in- 
dividuals the procedure cannot be expected 
to have great effect on the incidence of 
alimentary poliovirus infection either 
among vaccinated or unvaccinated indi- 
viduals.” 

The oral vaccine, therefore, is put for- 
ward as a means of eradication of the dis- 
ease as a community health problem. Upon 
this point and various others in connection 
with the two forms of vaccine, contro- 
versies have developed. The advocates of 
the oral vaccine state that since the Salk 
vaccine generally fails to protect against 
alimentary infection with wild poliovirus, 
the immunized individual can become a 
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temporary shedder of poliovirus. The ad- 
vocates of Salk vaccine contend that if its 
use were wide enough community protec- 
tion would develop as part of the immu- 
nity process. 

Poth vaccines are safe. It is anticipated 
that their remaining safe will depend upon 
exercise of biological controls on a con- 
tinuing basis. Since 1956, there has been 
no evidence that poliomyelitis has been 
provoked by formaldehyde-killed vaccines 
in the United States and elsewhere. By 
the operation of these same controls, how- 
ever, two biological houses have recently 
suspended vaccine manufacture because of 
the discovery in the vaccine of the SV-40 
virus, which is reported as being the 
fortieth simian virus to be isolated from 
some rhesus monkeys. The safety of the 
oral vaccine is protected by similar con- 
trols. 

Investigators believe that the ability of 
poliovirus to set up an alimentary infec- 
tion (its infectivity) is a genetic property 
which is independent of its ability to in- 
vade and multiply in the central nervous 
system (its pathogenicity). The oral polio- 
virus vaccine is made up of strains which 
have high infectivity and low pathogeni- 


city. Field experience of the safety of 
these vaccines has been gained from evi- 
dence: (1) That the vaccine did not ap- 
pear to induce paralytic poliomyelitis 
either among vaccinees or their contacts; 
(2) of genetic stability and changing 
monkey neurovirulence after one or more 
human passages; and (3) of the ability 
of the virus to spread among contacts. 
Even when surveillance has been rigorous, — 
it has not been established that any of the 
live vaccines have provoked paralytic 
poliomyelitis. 

From the available evidence it appears 
that the medical profession has two agents 
with which poliomyelitis could be con- 
trolled and probably eliminated. Vaccina- 
tion campaigns for the use of the Salk 
vaccine have immunized approximately 50 
per cent of the susceptibles and reduced 
the incidence substantially. It seems prob- 
able that the oral vaccine may be effective 
in reaching the other 50 per cent. In either 
case, the long and hard work of all those 
whose efforts have contrived to bring 
about the control of this disease deserve 
the gratitude of the medical and the gen- 
eral public. , 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


DR. LECKERT HONORED 


The Louisiana State Medical Society has pre- 
sented a special plaque to Dr. Edmund Lawrence 
Leckert, honoring the veteran New Orleans physi- 
cian “for long and diligent service to the cause 
of professional medicine.” 


The presentation was made at Dr. Leckert’s 
home, 1214 Nashville Ave., by a committee con- 
sisting of Dr. C. J. Brown, president of the Lou- 
isiana State Medical Society; Dr. C. Grenes Cole, 
the Society’s secretary-treasurer, and Dr. Philip 
H. Jones and Dr. Ashton Thomas, both past 
presidents of the Society. 
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During the brief informal ceremonies, Dr. 
Brown explained that the decision to honor Dr. 
Leckert was made by unanimous vote of the State 
Medical Society’s House of Delegates. 

Until his retirement earlier this year, Dr. 
Leckert was active in many projects of the Or- 
leans Parish and Louisiana State Medical So- 
cieties, the City Board of Health, the Louisiana 
State Board of Medical Examiners, and numerous 
other professional societies and organizations. 

Born in New Orleans in 1882, Dr. Leckert re- 
ceived his early education in the local public and 
parochial schools and graduated from Tulane in 
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1905. He obtained his degree in medicine from 
Tulane and entered private practice. He was 
elected to honorary membership in the Orleans 
Parish and Louisiana State Medical Societies in 
+ 1960. 

In February, 1921, Dr. Leckert became secre- 
tary of the Board of Health, succeeding to the 
presidency of the Board following the death of 
Dr. John Callan. 

Dr. Leckert’s association with the State Board 
of Medical Examiners began in 1914 and con- 
tinued for 46 years. He served as president of 
the Board from 1939 until 1953, and was a mem- 

. ber of the Board until he retired in May of this 
year. 

Dr. Leckert has held membership in the Or- 
leans Parish Medical Society since 1905 and was 
a member of the board of directors for 26 years 
until he retired. 

Extremely active in hospital work, Dr. Leckert 
was an organizer of Mercy Hospital where he 
served as chairman of the board and chief sur- 
geon for many years. He was director of Charity 
Hospital in New Orleans from 1952 until 1954. 

He has served as a member or chairman of 
the committee for the Journal of the Louisiana 
State Medical Society for many years and also 
held many important assignments on other So- 
ciety committees. 

“Dr. Leckert has always stood as a symbol for 
everything that represents the finest in profes- 
sional medicine,’ Dr. Brown said in presenting 
the plaque, ‘“‘and his judgment, wise counsel, and 
valued advice have been given willingly at all 
times for the betterment of the profession and 
what it represents.” 

Dr. Leckert is married to the former Alma 
Bonterie and is the father of three children, one 
of whom is a doctor specializing in the practice 
of ophthalmology. 

STATEMENT OF THE LOUISIANA STATE 

MEDICAL SOCIETY IN OPPOSITION TO 

H.R. 4222, 87th CONGRESS 


Presented to the Ways and Means Committee, 
U. S. House of Representatives 
By 
Philip H. Jones, M. D. 
July 31, 1961 


Mr. Chairman and Members of the Committee: 

I am Dr. Philip H. Jones, of New Orleans, I 
represent the Louisiana State Medical Society. 
I am a delegate from this Society to the House 
of Delegates of the American Medical Associ- 
ation. I am Emeritus Professor of Clinical Medi- 
cine of Tulane University. I am Editor of the 
Journal of the Louisiana State Medical Society. 
I practice Internal Medicine in New Orleans. 

The Louisiana State Medical Society is com- 
posed of 2600 physicians in 46 Parish and district 
medical societies. There are approximately 3100 


licensed physicians established and practicing in 
the State. This organization represents 84 per 
cent of the doctors practicing in Louisiana. This 
Society was organized in 1903, and the purposes 
then as now are: 

“ * * * with a view to the extension of medi- 
cal knowledge, to the advancement of medical 
science; to the elevation of the standard of 
medical education, and to the enforcement of 
just medical laws; to the promotion of friendly 
intercourse among physicians, and to guarding 
and fostering their material interests, and to the 
enlightenment and direction of public opinion in 
regard to the greatest problems of State Medi- 
cine.” 

The Louisiana State Medical Society agrees 
with and supports the physicians of the Ameri- 
can Medical Association in opposing the enact- 
ment of all legislation for the aged under the 
Social Security provision as contained in H.R. 
4222. The reasons for this position pertain to 
general considerations, and also, to the condition 
of the aged as at present cared for in the State 
of Louisiana. 

The general objections to the Bill are, as fol- 
lows: 

It would lead to government bureau control 
medicine by progressive accretions every two 
years. It will be expanded to cover the whole 
population, and simply as a matter of successive 
adjustments, socialized medicine will become es- 
tablished. The major advocates of the Bill ob- 
viously envisage this as their ultimate goal. This 
may seem remote but as the President has said, 
his bill is “just a beginning.” 

H.R. 4222 will not provide for one-fourth of 
the aged, which is approximately four million. 
Among those for whom it makes no provision are 
approximately two million receiving old age as- 
sistance under federal-state programs. 


The Social Security approach to medical care 
for the aged is unfair in that it places a burden 
of the costs of the program only on the low in- 
come workers with payment based on gross 
income. If medical care of the aged is to be re- 
garded as a national problem, it should be fi- 
nanced from general revenues as provided in 
Title VI of Public Law 86-778 (Kerr-Mills law). 

The expense of operation of this proposed law 
will become more expensive as the number of 
aged increases, even though the proportion of the 
needy aged will be decreasing. 

The Social Security approach is unnecessary. 
About 50 percent of those over 65 (approximately 
eight million persons) have some form of health 
insurance. 

One and a half million of our aged are now 
receiving cash benefits from corporate pension 
plans. 

One million persons over 65 receive Veterans 
pensions, as well as Social Security benefits. 
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Approximately five million of our aged are still 
employed, or are the wives of workers who are 
employed. 

One million retired persons currently receive 
annuities, which were privately purchased. 

The Bill violates the principle of independent 
Americanism. Medical care is first the responsi- 
bility of the individual, then in succession, the 
family, the community, the State, and more re- 
motely, the nation. In the era in which most of 
the aged about whom we are concerned grew up, 
it was and still should be a tenet of good, provi- 
dent citizenship for the individual to prepare for 
his old age. 


In the initiation of previous state medical pro- 
grams, the estimate of the burden of taxation 
has been too low. This has been true in whatever 
state of the community the attempt has been 
made. The eventual cost is two to three times 
the estimate. The one billion dollars estimated 
for the cost of this proposed law would probably 
be only one-third of the total eventual annual 
expense. 

The specific objections to this Bill as applied 
to the State of Louisiana are, as follows: 


The need for such legislation does not exist 
here. Louisiana has approximately 242,000 indi- 
viduals over 65; 125,000 of these are on the pub- 
lic assistance rolls—the highest of any State. 
At present, their need for hospitalization is ade- 
quately provided for by a system of fifteen state 
maintained charity hospitals with 14,201 free 
beds. These beds are within the practical ap- 
proach of any needy citizen. 

The Department of Public Welfare provides for 
the medical needs under federal-state funds and 
vendor payment programs for those among the 
aged who are in need and whose conditions does 
not require treatment in one of the Charity hos- 
pitals. 

Of the remaining 117,000 aged, it is estimated 
that 50,000 to 60,000 have adequate resources for 
their own care, and the last 60,000 will be taken 
care of by the Kerr-Mills law. The operation of 
the means test in this law will not be regarded 
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as any more degrading than the means test when 
it is applied as a preliminary to being admitted 
to a federal housing project. 

The Kerr-Mills law supplies aid to those aged 
who are medically indigent—where, when, and as 
needed; secures its funds from the taxation of 
all the people, and does not force a tax which is 
heaviest on those who make the least. It main- 
tains the position of the States in community 
management and secures them in their rights. 


ANSWERS TO CRITICISM OF 
OPPOSITION 


Answering a few objections of those who criti- 
cize the position which organized medicine has 
taken, I would like to remark that the statement 
that the proposed Bill could not be socialized 
medicine because it does not pay the doctors is 
incorrect. It will pay those doctors who have 
contractual positions in hospitals. It will control 
the hospitals with whom it does business and 
expect the hospitals in turn to control the doctors 
whom it permits to practice in the hospital as 
members of its staff. 

The statement that three-fifths of the people 
over 65 had less than $1000 in money income is 
not supported by the fact that there are only two 
and a half million people on old age assistance 
rolls. This 15% per cent of the aged population, 
and probably an equal number of those whose 
medical economics state is marginal can be taken 
care of adequately by the Kerr-Mills law. This 
law is being implemented in the majority of the 
states at this time, and is proceeding more rapidly 
than most such laws, in spite of the fixed legal 
impediments. Twenty-one States have passed the 
laws or have the plan in action. Eighteen States 
have legislation in process. The Legislatures of 
two States meet next year. Four have the pro- 
gram under consideration and seven have ad- 
journed without taking action. 

Organized medicine feels that the medical needs 
of the aged who are indigent or are marginally 
indigent medically, should be met by the Kerr- 
Mills law, and not by a dangerous excursion into 
State medicine. 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Jefferson Third Thursday of every month 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
. Tangipahoa Second and fourth Thursdays of 
every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


LOUISIANA THORACIC SOCIETY TO STAGE 

MEDICAL SEMINAR ON EMPHYSEMA 

The Louisiana Thoracic Society, medical sec- 
tion of the Louisiana Tuberculosis Association, 
and an organization of Louisiana physicians 
dedicated to the control of tuberculosis and Res- 
piratory Diseases, will sponsor a Scientific Ses- 
sion on Emphysema in the Auditorium of the 
Veterans Administration Hospital, 1601 Perdido 
Street, New Orleans, from 8:30 A.M. to 12:30 
P.M., Saturday, October 28, 1961. 

Medical experts of national and international 
reputation will serve as speakers. 

All Louisiana physicians are invited to attend. 
There is no registration fee for the Christmas 
Seal medical seminar. 

Specific program information can be obtained 
from the Program Chairman, Dr. Howard A. 
Buechner, V. A. Hospital, 1601 Perdido Street, 
New Orleans. 


POSTGRADUATE COURSES 
MEDICAL COLLEGE OF GEORGIA 

Five intensive postgraduate courses patterned 
for the practitioner are planned for the fall and 
winter 1961-62 at the Medical College of Geor- 
gia, Augusta, Georgia. Featured faculty will in- 
clude nationally known figures as: Dr. Ralph 
V. Platou, Professor of Pediatrics & Head, Dept. 
of Pediatrics, Tulane Univ. School of Medicine, 
New Orleans, La.; Dr. Louis A. Goldstein, Asso- 
ciate Professor of Surgery (Orthopedics), Univ. 
of Rochester School of Medicine, Rochester, 
N. Y., and Dr. Darius Flinchum, Instructor in 
surgery, The School of Medicine, Emory Univ., 
Atlanta, Georgia; Dr. Michael Newton, Prof. and 
Chairman, Dept. of Ob-Gyn, Univ. of Mississippi 
Medical Center, Jackson, Miss.; Dr. Harold D. 
Levine, Peter Bent Brigham Hospital, Boston, 
Mass.; Dr. Champ Lyons, Prof. and Chairman, 
Dept. of Surgery, Medical College of Ala., Bir- 
mingham, Alabama. 

Advances in Pediatric Diagnosis and Treat- 


ment, Oct. 31- Nov. 2, 1961; Fractures in Gen- 
eral Practice, Nov. 14-16, 1961; Obstetric Prob- 
lems in Private Practice, Jan. 23-25, 1962; Car- 
diac Emergencies, Feb. 13-15, 1962; and Pre 
and Postoperative Care, Mar. 20-22, 1962. The 
courses will be supplemented by members of 
the faculty of the Medical College of Georgia. 

Each course is acceptable for 18 hours of 
credit by the American Academy of General 
Practice and registration is limited to a small 
group for close participant-faculty communica- 
tion. Registration fee is $50.00 for each session. 
Application may be made by contacting Dr. 
Claude-Starr Wright, Director, Department of 
Continuing Education, Medical College of Geor- 
gia, Augusta, Georgia. 





ANNUAL SESSION 
COLORADO STATE MEDICAL SOCIETY 


The Annual Session of the Colorado State 
Medical Society will be combined this year with 
the Congress on Occupational Health, sponsored 
by the American Medical Association. The meet- 
ing will be held at the Brown Palace and Shirley 
Savoy Hotels in Denver on October 1 to 4. 

The October 3 and 4 programs have been 
scheduled for the Congress on Occupational 
Health and will include the following partici- 
pants: Dr. Donald J. Birmingham, Cincinnati; 
Dr. W. Daggett Norwood, Richland, Washington; 
Dr. Elston L. Belknap, Marquette University 
School of Medicine; Dr. Robert R. Yanover, Al- 
bertson, New York; Dr. R. Lomax Wells, Wash- 
ington, D. C.; Dr. Harry E. Tebrock, New York 
City; Dr. Leonard E. Himler, Ann Arbor Michi- 
gan; Dr. Cecil Wittson, University of Nebraska; 
Miss Sara P. Wagner, New York City; Dr. Roger 
S. Mitchell, University of Colorado Medical 
School; Dr. Frank J. Princi, University of Cin- 
cinnati; Dr. Giles F. Filley, University of Colo- 
rado Medical School; Dr. Arthur J. Vorwald, 
Wayne University College of Medicine; Dr. Rob- 
ert F. Bell, University of Colorado Medical 
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School; Dr. Melvin N. Newquist, Clearwater, 
Florida; Mr. Theodore C. Waters, Baltimore; 
Dr. Samuel P. Newman, Denver; Mr. Jack E. 
Linster, Wausau, Wisconsin; Mr. Harold C. 
Thompson, Colorado State Compensation Insur- 
ance Fund; Dr. James G. Gaume, Denver. 


Further information may be obtained by writ- 
ing to the Colorado State Medical Society, 835 
Republic Building, Denver 2, Colorado. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

The next scheduled examination, (Part I), 
written, will be held in various cities of the 
United States, Canada, and military centers out- 
side the Continental United States on Friday, 
January 5, 1962. 

Case Reports are no longer required by this 
Board to complete the Part 1 Examination. 

In lieu thereof, all applicants and candidates 
for examination are required to sumbit a DU- 
PLICATE CERTIFIED TYPEWRITTEN LIST 
of patients dismissed from each hospital during 
the preceding twelve months. This applies to 
new applicants, reopened candidates, and can- 
didates requesting re-examination in Part I or 
Part II Examination. 

Lists of Obstetrical and Gynecological patients 
are to be made separately and must conform in 
all details to the sample format furnished upon 
request by the office of the Executive Secretary 
and Treasurer. 

Candidates are no longer required to bring a 
duplicate list of admissions to the Part II Exam- 
ination. 

Current Bulletins may be obtained by writing 
to Robert L. Faulkner, M. D., Executive Secretary 
and Treasurer, 2105 Adelbert Road, Cleveland 6, 
Ohio. 


ARTIFICIAL HIP RECOMMENDED FOR 
FRACTURES IN AGED 
The use of artificial hip joints for elderly 
persons who suffer severe hip fractures was rec- 
ommended recently by three Cleveland physi- 
cians. 


The operation allows the patient to bear 


weight on the hip in two to three weeks, accord- 
ing to Drs. J. George Furey, George E. Spencer, 
Jr. and Donald J. Pierce. 

Other surgical procedures, in which the broken 
hip is set and allowed to heal, require the pa- 
tient to avoid weight bearing for six months. 

Writing in the July 15 Journal of the Ameri- 
ean Medical Association, the authors conceded 
that “the end result of a well-healed hip fracture 
is superior to the average prosthesis result.” 


However, if healing can be expected in only 
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65 to 75 per cent of the cases and complications 
can be expected in 20 to 40 per cent of those 
cases, then patients over 70 years of age or 
younger patients with severe physical or mental 
disabilities should not be subjected to the ex- 
tended period of non-weight bearing required 
for healing, they said. 

When an elderly or debilitated person sustains 
a hip fracture, it frequently marks the begin- 
ning of a gradual or rapid deterioration, they 
commented. A_ six-months’ convalescence in- 
many elderly patients precludes any significant 
degree of walking, which by itself causes compli- 
cations and necessitates considerable nursing 
care, they said. 

This discouraging picture can, for the most 
part, be avoided with the insertion of an arti- 
ficial hip joint, they said. 

These patients can get out of bed the day 
after surgery and walk with full weight bearing 
as early as two or three weeks after the opera- 
tion when there is healing and recovery of suffi- 
cient muscle strength, the physicians said. 

The rapid return to near prefracture state of 
physical activity prevents many of the general 
complications commonly encountered following 
hip fractures, they said. 

The prosthesis consists of a knob, replacing 
the ball-like end of the thigh bone which fits into 
the pelvic socket, and a stem which fits into the 
thigh bone. 


The authors reported on a study of 102 pa- 
tients with an average age of, 74, who were 
operated on during a five-year period. 
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Of the 102 patients, excellent or good re- 
sults were obtained in 82 per cent, they said. 

This was felt to be “very satisfactory consid- 
ering the difficult problem at hand,” and that 
almost half of the operations were performed 
after failure of an initial bone-setting operation 
or as a result of a late complication, they said. 

The authors said they also felt that the opera- 
tion is “not unduly hazardous” in the aged. 


ISOLATE BACTERIA THAT CAUSES 
‘ATHELETE’S FOOT’ 

Bacteria have been identified as a cause of 
erythrasma, a skin ailment commonly termed 
“athlete’s foot’? when it affects the toes, three 
physicians reported recently. 

The disease, which causes cracking and scaling 
of the skin, previously has been classified among 
those caused by fungus. 

Drs. Imrich Sarkany, M.R.C.P., David Taplin, 
and Harvey Blank, Miami, Fla., said they recent- 
ly succeeded in isolating rod-shaped bacteria 
from affected skin and have found that the 
disease responds to treatment with certain anti- 
bacterial antibiotics. 
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“Electron microscopic examinations confirm 
that the organisms regularly obtained in cultures 
are bacteria,” they said. 

Writing in the July 15 Journal of the Ameri- 
can Medical Association, the authors said ery- 





<a 


Edema, Mechanisms and Management; a Hahne- 
mann Symposium on Salt and Water Retention; 
Hahnemann Medical College and Hospital of 
Philadelphia, edited by John H. Moyer and 
Morton Fuchs, Saunders, 1960, 833 p. Price, 
$15.00. 

This book represents a very wide sampling of 
contemporary thought relating to the problem of 
edema. As such it serves a very useful purpose 
in cataloguing some divergent views of the prob- 
lem and the numerous approaches to its clarifica- 
tion. 

The papers, of which this symposium is com- 
posed, vary widely in scope and nature. In some 
instances the approach is genera!, while in other 
instances the authors confine themselves to little 
more than presentation of their own data. 

As might be expected in a publication of this 
sort, some of the presentations are quite excellent 
while others are mediocre. This text is somewhat 
more than 800 pages long and the casual reader 
may gain the impression that a great deal is 
known regarding the causation of edema. Great 
emphasis is placed on hormonal imbalance as a 
cause of ‘edema yet it is commonplace observation 
that adrenalectomized animals given access to 
high salt diets maintain the volume of their body 
fluids with a considerable degree of precision. 
It is unfortunate that this ability to regulate 
body fluid content in the absence of adrenal hor- 
mones is not sufficiently stressed. 

In general, this is a worthwhile book in that 
it gives a panoramic, albeit somewhat kaleideo- 
scopic, view of the problem of edema formation. 

E. H. BRESLER, M. D. 





Electrocardiographic Techniques; Second Revised 
and Enlarged Edition, Kurt Schnitzer, M.D. 
1960, Grune & Stratton, 109 p. Price, $4.75. 
Page 1 in this text reminds one of the verbally 


inventive swindlers in Huckleberry Finn; for ex- 
ample the English derivatives from the Latin, 
cor, and the Greek, kardia, are confused and the 
statement is made that “in electrocardiographic 
terminology the whole atrium is called ‘auricle’.” 
The reader remains skeptical whenever the au- 
thor subsequently talks about words: Does the 
V in V-leads really stand for Vector? 


thrasma is most commonly manifested in the 
toes. 

An examination of 109 persons revealed that 
23 per cent had erythrasma of the toe webs, 
they said. 





But when the author presents in thorough de- 
tail the technical aspects of electrocardiographic 
procedures, there is no complaint and the prime 
objective of the book is well fulfilled. This book 
is an excellent guide to standard electrocardio- 
graphic techniques and as such recommended to 
technicians who will assist physicians in obtain- 
ing electrocardiograms. 

Leo G. Horan, M.D. 





Your Child’s Care: 1001 Questions and Answers; 
Harry Robert Litchfield, and L. H. Dembo; 
Rev. ed., Garden City, N. Y., Doubleday, 1960. 
257 p. $3.95. 

This is another (of many) “Baby Books” for 
mothers; like most of the others, it may be of 
some interest to physicians who find it useful to 
recommend such reading to parents. In this situ- 
ation, of course, it is important for the physician 
to be quite familiar with the content of the read- 
ing he has recommended; in other words, he 
should try to “match” his mothers to the particu- 
lar ‘baby book” which he believes will be most 
useful—and least disturbing—to her. 


This volume seems well organized and indexed, 
and certainly the questions asked are those very 
familiar to pediatricians. The wording of most 
answers is in straightforward lay language, and 
would seem satisfactory for those mothers who 
are satisfied with “simple answers to simple 
questions”. Medically, perhaps, some might feel 
that a number of the answers are a bit too 
“pat”, but such criticism is understandable when 
one considers the purpose and expected readers 
of such works. 

Though the physician in or entering practice 
might well be critical of or in disagreement with 
a number of “the answers”, he would certainly 
profit by the preview this “baby book” provides 
for a reasonable volume and variety of questions 
commonly asked by mothers. 

Incidentally, our library keeps a considerable 
collection of such books and pamphlets for par- 
ents, and many physicians have found these use- 
ful in occasional browsing to select the ones they 
might wish to recommend for any of a number 
of purposes. 

R. V. Puatou, M.D. 
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Cerebrospinal Fluid Dynamics in Health and Dis- 
ease; by David Bowsher, M.A., M.D., B. Chir., 
Lecturer in Postgraduate Anatomy, University 
of Liverpool. American Lecture Series, C. C 
Thomas, 1960. 80 pp. $4.75. 

This excellent little monograph simply and 
clearly reviews the principle lines of contempo- 
rary evidence bearing on the formation and ab- 
sorption of cerebrospinal fluid in normal and 
diseased circumstances. Much of the evidence 
cited rests on the work of Sweet and his collab- 
orators in which radio-isotopes of sodium, potas- 
sium and chloride ions and Deuterium oxide were 
used in normal and pre-hydrocephalic subjects. 
Bowsher’s own work using proteins tagged with 
isotopic sulphur or iodine is also frequently cited. 

A useful historical perspective is provided in 
which is identified names of persons first employ- 
ing terms currently used to describe cerebrospinal 
fluid dynamics. Bowsher points out that modern 
work on CSF began with Magendie, the French 
physiologist, who thought that he was the first 
to discover these principles in 1875, although Co- 
tugno had actually described these principles over 
100 years previously. 


Bowsher presents the interesting idea that the 
leptomeningeal-vascular pathway provides the 
most rapid route of absorption of CSF but that 
this pathway is properly a part of the reticulo- 
endothelial system; therefore any therapeutic 
measures involving the reticuloendothelial system 
should influence CSF absorption significantly. 
Water is shown to be freely exchanged through 
all compartments and barriers separating the 
CSF from blood, whereas ions and proteins have 
variable degrees of penetration in different re- 
gions of the CSF system. Sodium, at least, is be- 
lieved to be actively secreted in the choroid plex- 
us which, because of its rich innervation and 
large numbers of secretory vacuoles, is sensitive 
to systemic influences in the production of sodium 
ion. 

The author’s views on hydrocephalus are most 
interesting since he postulates that the rate of 
absorption is reduced by closure of the lepto- 
meningeal-vascular route leaving only the much 
slower and less efficient perineural-lymphatic 
exit for CSF. Removal of the choroid plexus is 
said to be the only efficacious treatment in most 
cases of communicating hydrocephalus; drainage 
techniques are rarely successful for very long 
although the latter technique is most useful for 
obstructive hydrocephalus. Erosion of the brain 
tissue in chronic hydrocephalus appears mainly 
to be confined to the white matter. 

Some remarks are made in a concluding chap- 
ter concerning other disorders of CSF dunamics. 
Edstrom’s theory of “barrier breakdown” is fa- 
vored as an explanation for edema of brain tissue 
following inflammation or trauma. Each chapter 
closes with a useful summary of conclusions. 
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Illustrations are well arranged and make clearer 
the evidence and conclusions cited in the text. 
L. M. N. BAcH 





Light Coagulation; by Gerd Meyer-Schwickerath, 
M. D., Translated by Stephen M. Drance, M.B., 
F.R.C.S. (English). First Edition. Cloth, with 
55 figures, including 7 in color. The C. V. Mos- 
by Company, St. Louis, Mo., 1960. 114 p. $9.50. 
The author of this monograph has developed 

an instrument which scientifically applies the 

long known principle of converting visible light 
into heat through absorption by pigment. In ac- 
cordance with the Bunsen-Roscoe law, the coagula- 
tive effect of radiant energy upon pigmented le- 
sions can be quantitated and thus controlled. The 
physical optics which had to be considered in the 
evaluation and development of the Zeiss Light 

Coagulator to its present form are discussed. 

The physical properties of the instrument are 

described, and detailed instructions for its use 

given. 

About half of the book is devoted to the indi- 
cations for light coagulation. Various intraocular 
and extraocular lesions are discussed and the 
technique of applying light coagulation, as well 
as the results and complications of the procedure 
are given. Illustrative case reports are presented. 
The management of retinal detachment and intra- 
ocular tumors with the coagulator is discussed in 
some detail, and the author’s vast experience with 
these lesions is borne out by the numerous case 
presentations. 

This excellently translated, well documented 
little book provides the ophthalmologist with the 
essential knowledge necessary for applying a new 
technique in the management of certain ocular 
lesions. As the author points out, however, ex- 
perience with the coagulator should be gained 
from work with animal eyes before the instru- 
ment is used on humans. 

GUSTAVE C. BAHN, M.D. 





Visual Aids in Cardiologic Diagnosis and Treat- 
ment. Edited by Arthur N. Naster, M.D. and 
Ephraim Donosa, M.D.; Grune & Stratton, 
N. Y., 1960, 216 pages; $10.00. 


This monograph is a collection of papers pre- 
sented to the meeting of the American College of 
Chest Physicians in 1959, the papers having been 
extended and supplemented by two additional pa- 
pers covering angiocardiography. 

The stated purpose of the monograph is “to 
present fundamental principles of and indications 
for the use of the more important graphic meth- 
ods now available for the investigation and treat- 
ment of heart disease.’’ Claims for completeness 
are expressly denied; it is frankly admitted that 
the “highlights of the problem” are considered, 
primarily to “alert and stimulate the interest of 
the practicing doctor”. 
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In these prefacing remarks the authors have 
anticipated the main criticism of this reviewer: 
the sketchy, grossly incomplete and erratic treat- 
ment of the subject matter. This defect so per- 
vades the book that it is rendered practically val- 
ueless either to students cor to cardiologists, or to 
anyene else except the practitioner with only a 
dilettante’s interest in cardiology. To illustrate 
with a few examples: there is a chapter entitled 
“Diagnostic Application of the Electrocardio- 
gram” in which the only new concepts treated 
are those of systolic and diastolic overload pat- 
terns propounded by Cabrera and Monroy. In 
the chapter entitled “Fundamentals of Open 
Heart Surgery” the problems are dealt in four 
typewritten pages. The chapter entitled “Newer 
Methods of Localization of Shunts” fails to men- 
tion the hydrogen method, now in use in several 
prominent cardiovascular laboratories. 

The two chapters on angiocardiography are val- 
uable in that they are replete with excellent 
illustrations; throughout the book the illustra- 
tions are usually of good quality. 

The last few chapters are devoted to various 
aspects of cardiac surgery, some of them dealing 
with the subject from points of view foreign to 
the average internist or general practitioner. For 
example, there is a chapter cn problems of anes- 
thesia. These may be enlightening. 

In summary, the book is not recommended as a 
guide for the serious student or practitioner of 
cardiology. At best it may provide interesting 
material for the leisure hours of a general prac- 
titioner, internist, or other specialist with only 
passing interest in cardiology. 

C. E. Burcu, M.D. 


Heart Sounds and Murmurs; by P. A. Ongley, 
M. D., Howard B. Sprague, M.D., M. B. Rap- 
paport, and A. S. Nadas, M.D. Published by 
Grune and Stratton, 1960; 360 pages. $9.75. 
The initial section of this volume briefly re- 

views the important historical events in the de- 
velopment of auscultation. Primarily, this section 
is devoted to the discussion of the physics of 
sound and a presentation of many of the techni- 
cal aspects of phonocardiography. Much of this 
information is based on the original work of the 
authors. Although a great deal of practical and 
useful information is contained in this section, 
it reaches beyond the technical need of the stu- 
dent and the average practitioner. However, the 
researcher in the field of phonocardiography un- 
doubtedly will require much more extensive de- 
tail than is contained in this work. 

The principal value of this publication lies in 
the sections dealirg with the clinical evaluation 
of heart sounds and murmurs. The changes that 
occur in acquired and congenital heart disease 
are adequately described in a clear and concise 
style of writing. The use of appropriate subtitles 
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results in ease of reading and retention of the 
subject matter. As is common to all works of 
this type, illustrative phonocardiographs are util- 
ized as an aid to the understanding of the physio- 
logic mechanisms involved. Appropriately the 
authors give particular emphasis to their cover- 
age of mitral valve disease. Ample references 
are given throughout the book at the termination 
of each chapter. 

The authors fail to discuss friction rubs and 
extracardiac sounds although these are important 
auscultatory phenomena. There is also minimal 
use of historically important eponyms. On page 
158, transposition was misspelled “transporta- 
tion.” No other typographical errors were un- 
covered. Very likely to the gratification of the 
majority the author devotes little attention to 
the usually confusing pro and con supportive 
data relative to the origin of various sounds and 
murmurs. 

Although no new information is contained in 
this book, it should be popular with students and 
clinicians because of the excellent and under- 
standable style of presentation. 

G.E. Burcu, M.D. 


A Synopsis of Contemporary Psychiatry; by 
George A. Ulett and D. Wells Gocdrich. St. 
Louis: C. V. Mosby Company, 1960. 2d ed., 
309 p. $6.50. 

This reviewer feels that the Introduction ac- 
curately describes this handy, concise, practical 
synopsis. It is clearly written and devoid of the- 
oretical formulations, except for widely accepted 
basic concepts. The bibliography also is brief 
but well-selected and up-to-date, which is rare 
among psychiatric texts. 

The only suggestion that this reviewer might 
raise is that possibly too many subjects are at- 
tempted and that it might be preferable to spend 
more time on the psychoneuroses, instead of de- 
scribing such techniques as psychosurgery. 

R. WELLS BUDDINGTON, M. D. 


PUBLICATIONS RECEIVED 


Budlong Press Co., Chicago: What Teenagers 
Want to Know, by Florence Levinson in con- 
sultation with G. Lombard Kelly, M. D. 

W. B. Saunders Co., Philadelphia: Pathologic 
Physiology, Mechanisms of Disease, by William 
A. Sodeman, M.D.; Mayo Clinic Diet Manual, 
by The Committee on Dietetics of the Mayo 
Clinic (3rd edit.) ; Thoracic Diseases, Emphasiz- 
ing Cardiopulmonary Relationships, by Eli H. 
Rubin, M. D., and Morris Rubin, M. D. 

Charles C Thomas, Publisher, Springfield, II1.: 
Speech and Hearing Problems, by Charles E. 
Palmer, Ph.D.; The Chemotherapy of Tropical 
Diseases, by Sir Philip Manson-Bahr, M. D., and 
John H. Walters, M. D. 
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